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ABSTRACT 
A COMPARISON OF TWO SINGLE SESSION HYPNOSIS METHODS 
TO ACCOMPLISH TOBACCO CIGARETTE SMOKING CESSATION: 
RELAXATION HYPNOSIS VERSUS HERBERT SPIEGEL'S METHOD 
MAY 1993 
THOMAS G. CHIODETTI, B.A., BOSTON UNIVERSITY 
M.Ed., UNIVERSITY OF MASSACHUSETTS 
Ed.D., UNIVERSITY OF MASSACHUSETTS 
Directed by: Professor William J. Matthews 
This study explores the use of single session hypnosis 
in the treatment of tobacco cigarette smoking cessation. A 
volunteer subject pool of 75 subjects was divided into three 
groups. One group received a single session relaxation 
hypnosis method with positive, future-oriented suggestions. 
The second group received Herbert Spiegel's single session 
hypnosis method (Spiegel, 1978). The third group was a 
modified waiting list control group. 
One week post-treatment results show cessation rates of 
40% for relaxation hypnosis, 22% for the Spiegel method, and 
5% for the no treatment control group. These rates declined 
at one month to 26%, 15% and 0%, respectively. Cessation 
rates reduced further at three months and remained the same 
at six months; relaxation hypnosis 15%; Spiegel method 11%; 
and control at 0%. Pearson Chi-Square Analysis showed the 
difference between groups to be significant at one week and 
at one month. At three months, the treatment effect was no 
v 
longer evident and the groups were not significantly 
different. 
The secondary focus of this study was to compare the 
response distributions of post-treatment abstainers to those 
of continuing smokers on pre-treatment questionnaires. 
Significant differences indicate that abstainers had higher 
scores on five Multi-Dimensional Personality Questionnaire 
scales (Tellegen, 1982). Three scales (Absorption, Social 
Potency and Positive Affectivity) were significant at all 
follow-up periods. Two others (Well-Being and Well-Being 
II) were significant at one month and at one week and one 
month, respectively. 
Abstainers versus smokers were also compared on the 
Hypnotic Induction Profile (Spiegel, 1973). Induction 
scores were not significant but Eye-Roll Sign scores were 
significant. 
Abstainers versus smokers were also compared using 
demographics, smoking history, stages of change, and 
processes of change (Prochaska & DiClemente, 1983, 1992). 
None of these variables were significant when comparing 
abstainers and smokers on pre-treatment questionnaires. The 
implications of these findings are discussed. 
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CHAPTER I 
INTRODUCTION 
There has been growing evidence over the last 25 years, 
since the first Surgeon General's Report on Tobacco Smoking 
(1964), that the use of tobacco-based products can be 
hazardous to the user's health. The Surgeon General's 
Report (1989) is an update of the information related to 
tobacco smoking, health impact, prevention, and cessation 
efforts over the last 25 years. This report takes the 
position that tobacco smoking is the "cause" of increased 
mortality and morbidity for smokers. According to the 
Surgeon General's Report (1989), in 1965 approximately 40% 
of the U.S. population of adults age 20 or older were 
cigarette smokers: 50% of males and 32% of females. By 
1987, the percent of smokers had reduced to 29% (32% for 
males and 27% for females). 
Since 1964 there have been approximately 21 Surgeon 
General's Reports on smoking and health-related issues. In 
1984, Surgeon General C. Everett Koop called for the 
objective of a smoke-free society by the year 2000 (Koop, 
1984) . As information on the negative health consequences 
of smoking has increased, so too has the push for prevention 
and cessation programs. The impact of increased illness has 
a staggering human toll and increasing health cost. Its 
impact on business profits has become more and more an 
issue. It has become a national priority to target 
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cigarette smoking and tobacco use in general as a national 
health problem. 
Hypnosis has been the most frequently advertised 
smoking cessation method (Schwartz, 1987). Multiple 
hypnosis cessation abstinence rates range from 45% to 68%, 
while single session rates range from 4% to 39% (Schwartz, 
1987; Holyrod, 1980). Researchers have pursued higher 
abstinence rates at the cost of proper experimental design. 
Most studies have multiple treatments so it is difficult to 
suggest that a single treatment produces a treatment effect. 
At best, we can say that these multiple treatment techniques 
produce a certain number of abstainers. 
It has been only since the 1980s that researchers have 
started to look at the "why?" and the "how?" of smoking 
cessation. We can now begin to say that hypnosis causes 
abstinence in some subjects. The use of control groups and 
placebo control groups has allowed researchers to separate 
out the specific effect of hypnosis from the non-specific 
effects of experimental design and human interaction (Hyman, 
Stanley, Burrows, & Home, 1986; Williams & Hall, 1988) . 
Measures of hypnotic susceptibility are now linking a 
personality trait or an ability to use hypnosis for 
successful abstinence (Baer, Carey, & Meminger, 1986; 
Barabasz, Baer, Sheehan, & Barabasz, 1986). Progress in 
hypnosis smoking cessation research will allow the field to 
move forward in defining the relevant criteria for 
successful treatment of the smoking addiction. 
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Purpose of This Study 
The primary purpose of this study was to compare the 
effectiveness of two single session hypnosis treatments in 
producing tobacco smoking cessation. It was expected that 
relaxation hypnosis would produce better results than 
Spiegel's method. The secondary focus of this study was to 
look at the subject characteristics of those subjects that 
were able to abstain from cigarettes. The purpose of this 
exploration was to see if there were any significant 
relationships with other variables as measured during 
pre-treatment. Significant results could aid in treatment 
planning or subject selection. 
Problem Statement 
The following hypotheses were tested: 
(1) Primary focus: No significant difference in smoking 
abstinence will be observed between the three treatment 
groups: Relaxation Hypnosis group, Spiegel group, and 
a control group. 
(2) Secondary focus: No significant relationship will be 
observed between the post-treatment group of abstaining 
subjects or the post-treatment continuing smokers on 
pre-treatment questionnaires. 
Limitations of This Study 
(1) This study is subject to experimenter bias because the 
researcher is performing all the treatment, the 
collection, and the analysis of data. Efforts have 
been made to reduce the impact of this feature. The 
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researcher was not aware of the subject responses on 
pre-treatment questionnaires until after treatment was 
completed. 
(2) The researcher has 10 years of experience using the 
relaxation hypnosis method and has worked with 
approximately 300 patients. The researcher's 
experience with the Spiegel Method is limited to those 
subjects in the Spiegel group in this study. The 
disparity of experience using these two methods may 
have impacted the results and calls into question the 
generalizability of these results. This research 
should be considered a preliminary study. 
(3) This study was limited to volunteer subjects who 
responded to public service announcements to 
participate in a no-charge doctoral dissertation study. 
(4) This study was limited by a small sample size. The 
generalizability of these results are limited by the 
total number of subjects (n = 75). 
(5) This study had no attention placebo control. As a 
consequence, the beneficial impact of the treatment may 
be a result of non-specific factors rather than the 
result of the intended active treatment, hypnosis. 
Non-specific factors can include such things as contact 
with the therapist, experimental rewards outside of the 
hypnosis interaction, responses to other suggested 
treatments in the session (i.e., exercise or 
elimination of caffeine). An attention placebo 
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condition would have required subjects to come to the 
office and interact with the researcher for the same 
amount of time as the treatment subjects. Discussions 
for these subjects could have centered around their 
smoking history or their reasons for wanting to quit 
smoking. This group would not have received hypnosis. 
(6) Follow-up returns from subjects were very limited. 
Twenty-seven out of 75 (36%) responded to the follow-up 
request for information. All those not responding to 
an initial request, two phone attempts and two written 
requests were assumed to be smoking. 
(7) There was no biochemical verification of smoking 
abstinence due to the cost factor. 
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CHAPTER II 
LITERATURE REVIEW 
The following people have reviewed the hypnosis smoking 
cessation literature since the Surgeon General's Report 
(1964) which emphasized the danger of tobacco smoke: 
Bernstein (1969); Johnston & Donoghue (1971); Schwartz & 
Rider (1977); Schwartz (1979); Holyrod (1980); Katz (1980); 
Simon & Salzberg (1982); Wadden & Anderson (1982) ; Agee 
(1983); Mann, Johnson & Levine (1986); Frischholz & Spiegel 
(1986); and Hammond (1990). 
Bernstein (1969) was displeased with the general state 
of smoking cessation literature. Much of the material 
reported in the literature was anecdotal. If it was 
experimental in nature, the research design and methodology 
were generally of poor quality. Bernstein suggested that 
future research needed to focus on defining techniques which 
produce initial abstinence as well as long-term maintenance 
of non-smoking behavior. The combination of these two 
priorities would lead to the best focus in future research. 
Delineation of the specific and non-specific factors which 
could produce such change was strongly advocated by 
Bernstein. 
Bernstein (1969) found that hypnosis for smoking 
cessation was poorly reported. Often the results were not 
even reported, as in Clawson (1964) . In some studies there 
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were no subsequent follow-up periods after treatment was 
completed, as in VonDedenroth (1964a & 1964b). 
Johnston and Donoghue (1971) listed lack of proper 
control groups and inadequate follow-up as primary problems. 
They also indicated that researchers at the time were 
pursuing their own interest and not being influenced by the 
work of other researchers in the literature. As a result, 
there was no commonality in treatment approach and no clear 
direction in research choices. 
The decade from 1970 to 1980 marked a time of great 
progress in the hypnosis smoking cessation field. The 
International Journal of Clinical & Experimental Hypnosis 
devoted an entire issue, Volume XVIII, October 1970, to 
articles and discussions on hypnosis for smoking cessation. 
Among the articles published were the works of Spiegel 
(1970), Kline (1970), Nuland and Field (1970), and Hall and 
Crasilneck (1970). 
Hypnosis Smoking Cessation. 1970-1979 
Table 1 was prepared by Holyrod (1980) to summarize key 
aspects of hypnosis smoking cessation research that had 
occurred in the decade 1970-1979. The following is an 
explanation of the features of this summary table. 
7 
Table 1 
Hypnosis Smoking Cessation, 1970-1979 
Author 
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lion1 Mod.'* 
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Time 
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Ikcrapy 4r follow-ep 
earned 
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ftadrn (1077) 10V Mutual 
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1 Yea 4 4 wke. Nmm 10 04% 
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for lam. 
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Slentoo (1070) 75F 1 1 No 14 or more - Pralnduclloa 
motivational talk 
« 45-31% 
tier Hover * Mae 
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54V Balk s No 3 - Si pkoned el 1, 
5. 4c 4 mot. 
• 50 % 1 
40 % C 
Caoae (I07le.k) 543 P(!) 
141 f(C) 
I 
C 
s Yea 1 
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decenary 
3* 39 %f 
31% C 
Inlaoki el el. 
(1070) 
40F I 5 Yea 1 
- 
• None • 15% 
Berkley el el. 
(1077) 
58V c s No 7 Ink*. Becorded rlgare'lw 
tmoked 
• 13% 
»0*eed (1070| •ISP 1 s Yet 1 a 0 10% 
Oar (1070) IMP 1 s No Unlimited 
(T-8) 
- 44 14% 
fteetku) el el. 741* 1 4 Ter 1 11 17% (10«7) 
Ferry 4 Mutlea 
(I07S) 
54V 1 s Yea 1 - Pl, malt* la raeu d 
Weekly 
3 13% 
fide non el el. sor c s 7 1 None 4- IS 0% (1075) 
Ferry el el. 
*(1070) * 
06V 1 s v« 1 - Pl. raelta In raced 
weekly 
3 4% 
• 
tov 1 Sf Not 1 Pl. melt* In freed 
weekly 
3 14% 
•v • volunteer*: P • piilmb or elienU. 
• MIi IAmI C • (roup trtilMwl, 
*1 » Mif^irAuJ nu«iIm: t • UlvUyiliiW N||i»iiow. 
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'Tree! meal Included tepid tmoking on dee bypnud*. 
From: Holyrod, J. (1980), Hypnosis treatment for 
smoking: An evaluative review. International 
Journal of Clinical and Experimental Hypnosis. 
28(4), p. 351. 
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"Study Population" is divided into Patients (usually 
fee paying consecutive patients) and Volunteers (usually not 
fee paying, but sometimes required to pay deposits). 
Generally, studies on patients are post-hoc and studies on 
volunteers are experimental in nature and generally have 
features of research design. "Mode" is individual treatment 
or group hypnosis (generally groups are small, from 5 to 10 
members per group). "Suggestions" are standard (all study 
subjects receive the same scripted verbal message) or 
individualized (an attempt is made by the hypnotist to 
ascertain the subject's own motivation or reasons to quit 
(usually in pre-hypnosis interviews), and to feed them back 
to the subject during hypnosis). "Self-Hypnosis" refers to 
whether the hypnotist has taught the subject a self-hypnosis 
technique which the subject is instructed to use once they 
leave the office. Generally, this is done with the 
intention of helping the subject cope with the difficulties 
of smoking cessation and is designed to empower the client. 
The "Sessions" section refers to the number of treatment 
sessions recorded by the original researcher. "Time Span" 
is the length of time from the start of treatment until the 
end of treatment. 
"Adjunctive Treatment" refers to the fact that 
frequently in hypnosis smoking cessation research, other 
treatments are added to the hypnosis treatment in order to 
increase the effectiveness of the treatment. Adjunctive 
treatments which are used in the studies reported by Holyrod 
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(1980) are: (1) Psychotherapy/counseling (Miller, 1976; 
Nuland & Field, 1970). (2) Telephone contact (Hall & 
Crasilneck, 1970? Nuland & Field, 1970; Watkins, 1976; 
MacHovec & Man, 1978; Grosz, 1978a, 1978b). (3) Behavioral 
recording (Barkley, Hastings, & Jackson, 1977). (4) Patient 
mails in records (Perry & Mullen, 1975? Perry, Gelfand, & 
Marcovitch, 1979). (5) Support groups following treatment 
(Pederson, Scrimgeour & Lefcoe, 1975). (6) Pre-induction 
motivational talk (Stanton, 1978). 
"Follow-Up Periods" indicate the points in time when 
the researcher checks with the subject or the subject is 
asked to report in to the researcher on their smoking 
status. The most common follow-up periods are 3 months, 6 
months and 12 months. "Abstinence Rates" are reported as 
the percentage of smokers who started the treatment who are 
no longer smoking at the follow-up period. 
Single Session Hypnosis Treatments 
Spiegel. Spiegel was the first well-documented single 
session hypnosis treatment for smoking cessation. He 
published a word-for-word account of his work with the 
patient which others could replicate. Spiegel's work is 
perhaps the most referenced piece of work as a source of 
treatment strategy in the field of hypnosis smoking 
cessation. In 1970 he obtained a 20% abstinence rate at six 
months follow-up for 615 patients. Spiegel's work is 
discussed in detail following the literature review. 
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A replication of Spiegel's work was done by Berkowitz, 
Ross-Townsend and Kohberger (1979). Berkowitz and his 
colleagues obtained an abstinence rate of 25% at six months. 
Many other researchers use parts of Spiegel's approach but 
complete replications are rare in the literature. Spiegel 
is the most well-known single hypnosis treatment and the 
most often borrowed. Perry and Mullen (1975; 1979) 
replicated Spiegel's single session method but they obtained 
only 13% and 4% abstinence rates at three months follow-up. 
Shewchuck, Dubren, Burton, Forman, and Clark (1977) 
replicated Spiegel's work and they obtained a 17% abstinence 
rate at 12 months. 
Stanton. Stanton (1978) used a multiple-session 
individual hypnosis treatment. Holyrod (1980) indicates 
that Stanton's method is a multiple-session method but the 
results which are reported of 45% abstinence are for 
subjects who were successful after only one treatment. 
Therefore, Stanton's method is listed here as a single 
session treatment. Stanton suggested that treatment would 
be successful and that the mind had power over the body. 
Additional techniques were used; ego-enhancing (verbally 
reinforcing strength and ability of client to succeed), red 
balloon visualization (client imagines cigarette and habit 
floating away attached to a red balloon, and future 
projection (client imagines self in future as a successful 
non-smoker doing things without cigarettes). Stanton's 
success rate at six months was 45% for patients stopping 
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after one session. Stanton's suggestions are similar in 
nature to the ones used in relaxation hypnosis: 
ego-enhancing and future projection. 
Kline. Kline (1970) used one 12-hour session for six 
small groups of 10 clients each. Kline believed that 
hypnosis could help relieve the withdrawal symptoms that 
occurred from cigarette deprivation. To demonstrate this he 
took polygraph measurements of subjects' pre-treatment 
thoracic breathing, which appeared regular. He then asked 
subjects to abstain from cigarettes for 24 hours before the 
12-hour treatment session. In the treatment session, he 
repeated the polygraph monitoring of the subject's 
breathing. At this time post-cessation the breathing was 
more erratic. Following treatment, breathing became normal 
as it was pre-treatment. 
Kline accomplished this by using hypnosis to intensify 
the craving for a cigarette, and then used relaxation 
hypnosis to reduce the craving and relax the subject. Kline 
also hypnotically induced sensory gratification in ways that 
excluded the cigarette. Kline also required the subjects to 
have visual, tactile and olfactory contact with the 
cigarette, but no oral contact during the 12-hour session. 
Kline reported an 88% success rate at one year. It is 
important to note that only subjects who could be cigarette 
free for 24 hours on their own prior to treatment were 
accepted into treatment. Success figures are based on this 
pre-treatment condition. 
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Multiple Session Hypnosis Treatments 
Crasilneck and Hall. Crasilneck and Hall (1970) 
reported on their previous work from 1968. They used four 
individual sessions, three in 3 days followed by a fourth 
session a month later. Suggestions were given to reduce 
craving for cigarettes. Subjects were told that cigarettes 
are a detriment to your health, that your unconscious mind 
has power to help you control your cravings, plus ego¬ 
enhancing suggestions for self-control and relaxation. 
Additional techniques were also used. Telephone contact 
from the patient to report on progress was required. 
Furthermore, subjects were told that these calls would 
reinforce their resistance to smoking. Clients were also 
asked to exercise by walking one mile per day. Hall and 
Crasilneck report an 82% success rate, although 1% to 18% of 
these subjects were smoking cigars but not inhaling. 
Crasilneck (1990) reported a similar abstinence rate of 
81% at one month and one year. There was no reported drop 
in abstinence between one month and one year. This is 
highly unusual compared to the high levels of relapse 
reported in the cessation literature. Most of these have 
abstinence rates as low as 20% to 25% at the end of one year 
(Schwartz, 1987; Hunt & Barnett, 1971). Crasilneck also 
acknowledges that he sends some patients for nicorette gum. 
About 15% are reported to be using this additional 
treatment. This acceptance of cigar smoking or use of 
nicorette gum is not considered abstinence in many other 
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studies. True abstinence as commonly accepted in the field 
of smoking cessation would require elimination of cigarette, 
cigar and other nicotine products. 
Nuland and Field. Nuland and Field (1970) used four or 
more sessions with a more personalized approach. They used 
the client's own reasons for smoking cessation to feed back 
to them during hypnosis. They used two other techniques, 
self-hypnosis and telephone contact from the patient to the 
hypnotist, to report on patient success. Nuland and Field 
reported a 60% success rate at six months. 
Watkins. Watkins (1976) used a 5-session approach 
which she called a "concentration-relaxation technique." 
However, it seems to be similar to other methods described 
as hypnosis. She used an initial session to gather history 
and develop three individualized suggestions and two 
individualized visual images for the subject that would be 
used during the relaxation induction. Suggestions were made 
for ego-enhancement, aversion to smoking, and techniques to 
stop smoking. The client was asked to telephone the 
hypnotist's office daily to report on progress. The client 
was also asked to self-induce the relaxed state on a daily 
basis after the fourth weekly session. At a 6-month 
follow-up, 50% were not smoking. 
Tentative Conclusions from the Literature Review 
(1) Methodological Weakness. Many hypnosis studies are 
methodologically weak because they do not have control 
groups, do not define or attempt to limit extraneous 
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variables, treat clients with multiple methods in 
addition to the hypnosis, hypnotic suggestions are 
neither recorded nor reported verbatim, replication is 
difficult if not impossible, success rates do not 
include all subjects who start treatment, and some 
subjects counted as abstainers are sometimes using 
other types of tobacco or nicotine product to maintain 
abstinence from cigarettes. 
(2) Individualized Suggestions vs. Standard Suggestions. 
Individualized suggestions are recommended over 
standard suggestions as being more effective (Agee, 
1983; Schwartz, 1987; Nuland & Field, 1970; Holyrod, 
1980). 
(3) Hvonotizabi1itv. Hypnotizability is not necessarily 
related to success (Perry & Mullen, 1975). 
(4) Subject Motivation. Perry, Geland and Marcovitch 
(1979) concluded that the subject's own motivation to 
quit was the most important variable. Therefore, any 
suggestions that increase a person's belief in their 
ability to quit and maintain cessation would be most 
helpful. 
(5) Multiple Sessions vs. Single Session. The literature 
indicates that multiple sessions are generally better 
than single session treatments. Success rates for 
multiple sessions range from 50% to 68%. Single 
session success rates average around 20% to 25% 
(Holyrod, 1980; Schwartz, 1987; Agee, 1983). 
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(6) Support From the Hypnotist. Holyrod (1980) concluded, 
as did Nuland and Field (1970), that support from the 
hypnotist was important to the client's success. 
Holyrod (1980) summarized some of the critical features 
in hypnosis smoking cessation research. Her table format 
provides a good perspective from which to view subsequent 
research. Five studies performed between 1986 and 1988 are 
a good representative sample of the increasingly 
sophisticated research design and methodology in the 
hypnosis smoking cessation research. It is also significant 
that more statistical analysis is now being performed on the 
research results than in the past. Please refer to Table 2 
for a summary of these five studies. The following is a 
written account of the material covered in this chart. 
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Hypnosis Smoking Cessation. 1980-Present 
Jeffrey and Jeffrey 
Jeffrey and Jeffrey (1988) randomly divided a group of 
120 patients into two identical hypnosis/behavioral therapy 
treatments. The only difference between the two groups was 
that Group I was told they must be cigarette-free 48 hours 
before starting treatment. In Group II it was strongly 
encouraged to be cigarette-free 48 hours before the start of 
treatment but it was not required. Group size was 6 to 11 
members each. Each group underwent an initial session of 90 
minutes and four subsequent 1-hour treatments over the 
course of 2.5 weeks. Standard suggestions were used. 
Hypnotic techniques and suggestions were a combination of 
those used by Crasilneck and Hall (1975), Nuland and Field 
(1970), and Spiegel and Spiegel (1978). Additional positive 
suggestions were used to emphasize success, positive 
reinforcement, health, ease of breathing, less coughing, and 
feeling more energy. Since both treatments are the same 
except for the exclusion requirement, this is actually a 
study looking at the impact of exclusion on 
hypnosis/behavioral treatment outcomes. 
Adjunctive techniques used in both treatment conditions 
include cognitive-behavioral techniques to aid in cessation 
and maintenance, and follow-up telephone contact. Jeffrey 
and Jeffrey found that there were no differences between 
treatment group outcomes. Combined abstinence rates for all 
subjects starting treatment at specified follow-up periods 
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are as follows: At the end of treatment, 59%; at one month, 
46%; and at three months, 37%. Forty-nine subjects (41%) of 
the subjects starting treatment failed to complete the 
protocol. No attempts were made to correlate other 
variables with abstinence. No measures of hypnotizability 
were introduced into this study. 
Williams and Hall 
Williams and Hall (1988) worked with a group of 60 
volunteers from three manufacturing plants in northeastern 
Pennsylvania. Group I received the active hypnosis 
treatment. Group II was an attention control group which 
met for the same time period as Group I but only discussed 
their reasons for quitting smoking and past attempts to quit 
smoking. The third group was a no-treatment control group 
which received instruction on self-monitoring of cigarettes 
and were told they were placed on a waiting list for the 
next year's program. 
Treatment was individual. Suggestions were standard 
and positive in nature. Suggestions and techniques were a 
combination of Spiegel (1970) and Stanton (1978). Williams 
and Hall modified the above techniques. For example, 
subjects were taught to use self-hypnosis by deep breathing 
and saying the word "relax" instead of using the formal 
Spiegel hand levitation method of self-hypnosis. 
Treatment was one single session lasting 2.5 hours. 
This session consisted of two 45-minute hypnosis sections 
separated by a 15-minute break and followed by a 45-minute 
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question and answer period. Adjunct therapy consisted of 
counseling in the question and answer period, the suggestion 
to drink water when bothered by the urge to smoke, and 
self-monitoring of cigarette use. Follow-up was one time 
only at four months post-treatment. 
Active hypnosis produced an abstinence rate of 45% at 
48 weeks post-treatment in the hypnosis treatment group. No 
subjects in either control group were abstinent at any time 
during the study or follow-up period. No measures were 
correlated with abstinence, and no tests of hypnotizability 
were performed. 
Neufeld and Lvnn 
Neufeld and Lynn provided a manual-based single session 
2-hour treatment to 27 patients. For this service each 
patient paid a $40 fee. Subjects were recruited by the 
American Lung Association by means of newspaper and radio 
advertisements. Subjects were treated in small groups of 
six members or less. The focus of the treatment was to 
orient subjects to using a self-hypnosis procedure to help 
themselves stop smoking. Subjects left the session with an 
audio cassette of a self-hypnosis induction and a set of 
suggestions that reviewed the treatment highlights. The 
audiotape and self-monitoring of cigarette use are 
adjunctive treatments. 
Follow-up periods were three and six months 
post-treatment; abstinence rates were 26% and 19%, 
respectively. Correlated with abstinence was social support 
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at three months (R = .52, p < .02) but at six months it 
failed to correlate (R = .52, p < .10). Motivation to quit 
was cited by 80% of the abstainers as significant in their 
quitting, as well as family support/pressure (60%) and 
learning coping resources (60%). No test of hypnotizability 
was performed. 
Baer. Carev and Meminaer 
Baer, et al. (1986) provided individual hypnosis 
treatment to 137 patients. No comparison groups were 
involved in this study. Subjects were given standard 
suggestions and the use of self-hypnosis was instructed and 
recommended. Subjects received two 1-hour treatment 
sessions. In the first session, the following procedures 
were used: a review of smoking and health issues, 
discussion of hypnosis and smoking cessation, and the 
administration of the Stanford Hypnotic Clinical Scale 
(Hillgard & Hillgard, 1975). The SHCS was administered to 
give the subject a firsthand experience with hypnosis and to 
measure subject hypnotizability. 
During the second session, subjects were hypnotized 
using an eye-fixation technique. Spiegel's suggestions were 
used and a modified self-hypnosis training was given 
(details were not reported). Follow-up periods ranged from 
one week to three years. 
Results showed that the percentage of abstainers was 
directly related to hypnotizability as measured on the SHCS. 
Subjects with low scores (SHCS = 0-1) had abstinence rates 
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at 20% at one week post-treatment and zero at six months 
post-treatment. Subjects who scored in the medium to high 
range of hypnotizability (SHCH = 2-5) were abstinent at 60 
to 70% at one week post-treatment, and 20 to 30% at six 
months post-treatment. This is significant because it 
directly links success using hypnosis to accomplish smoking 
cessation with a measure of hypnotizability. 
Barabasz, Baer, Sheehan, and Barabasz 
Barabasz, et al. (1986) saw 307 patients over a 3-year 
period at a clinic to help them stop smoking. Fees for this 
service ranged from $76 to $296. No comparison groups were 
involved in this study. Fees varied due to the patient's 
choice of individual or group treatment and the number of 
sessions used. Subjects received either a group or an 
individual modality. 
Suggestions were both standard and individualized. 
Hypnotic techniques included a relaxation induction and 
modified Spiegel suggestions. In group sessions, the Kline 
(1970) approach of individually hypnotizing all subjects in 
sequential fashion until all patients are hypnotized was 
employed. Instructions for self-hypnosis and suggestions 
that it be used outside treatment were given. 
Length and timespan of treatment varied for seven 
different variations. Session length was 1 to 1.5 hours for 
one to five sessions. Adjunct treatments included: 
(1) medical and smoking history taking, (2) brief 
psychological evaluation, (3) use of a 4-minute audiotape 
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for home use (presenting a modified Spiegel method), and 
(4) the administration of two personality trait scales. 
These two scales were the Tellegen Absorption Scale 
(Tellegen & Atkinson, 1974) and the Beck Depression Scale 
(Beck, 1967). Absorption is a personality trait measured by 
a 42-item true-false questionnaire (Tellegen Absorption 
Scale, 1974). Absorption has to do with the ability to 
become absorbed in an imaginative experience. It has been 
shown to be related to hypnotic susceptibility (Tellegen & 
Atkinson, 1974? Glisky, Tataryn, Tobias, Kihlstrom, & 
McConkey, 1991) . The Beck Depression Scale measures the 
level of depression found in a subject on a paper and pencil 
test (Beck, 1967). In addition, one group received 
additional sessions using Restricted Environmental 
Stimulation Therapy (Suedfeld, 1980; Suedfeld & Best, 1977) . 
REST involves limiting external stimulation in isolation 
float tanks or silent darkened rooms. 
Follow-up periods for this study ranged from 4 to 19 
months. Cessation rates ranged from 4% to 47%. The highest 
rate of 47% abstinent was at a follow-up period of 10 months 
for a group treated with a 5-phase hypnotic treatment and 
additional REST sessions added to the hypnosis treatment. 
The following scores were related to abstinence 
success: high SHCS, high TAS, and low Beck Depression 
Scale. 
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Primary Focus of This Study: 
Relaxation Hypnosis Method vs. Spiegel Method 
Results produced by Stanton (1978) of 45% are better 
than those produced by the Spiegel Method (20%) at six 
months follow-up. However, this researcher chose to use the 
Spiegel technique due to its wide use in the field and its 
more frequent replication. This study is also interested in 
reducing the influence of other variables on treatment 
outcome, such as multiple sessions, multiple treatments and 
group influences. This study intends as its primary focus 
to test the hypothesis that relaxation hypnosis would 
produce more abstainers than the Spiegel method, and both 
would produce more than the control group. The two 
subsequent paragraphs are brief descriptions of the two 
methods to orient the reader to the focus of each treatment. 
Relaxation hypnosis included a brief smoking history, 
client reasons for stopping, questions concerning past 
hypnosis experience, plans for post-cessation activities, 
explanation of relaxation hypnosis, relaxation induction, 
hypnotic suggestions, suggestions relating to smoking 
cessation, and reorientation to post-hypnotic natural state. 
Emphasis was on relaxation and positive-future-oriented 
suggestions about being a satisfied nonsmoker. 
Spiegel's method includes a brief smoking history, 
administration of the Hypnotic Induction Profile, and 
hypnosis suggestion concerning smoking cessation. Emphasis 
is on attention, concentration, and focus. The orientation 
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is present and future oriented. The major focus is on 
respecting the body and seeing smoking as a poison to the 
body. 
Spiegel's (1970) suggestions include three affirmations 
which the hypnotist teaches to the subject: "(1) For my 
body, smoking is a poison; (2) I need my body to live; (3) I 
owe my body this respect and protection." 
More details of the Spiegel method are presented in 
Appendices A and B. A verbatim account of a relaxation 
hypnosis session is found in Appendix C. Table 3 is a 
detailed comparison of the Spiegel method and the relaxation 
hypnosis method. Appendix D is a further comparison of the 
relaxation hypnosis and Spiegel methods. 
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Table 3 
Comparison of Spiegel Method and Relaxation Hypnosis 
Item Spiegel Method Relaxation Hypnosis 
Brief clinical 
history 
Yes Yes 
Focus of 
hypnosis 
Attention, 
concentration 
Relaxation, 
breathing, 
experiencing, 
imagining 
Rationale 
underlying 
treatment 
Directly change 
cognitions & 
behavior 
Indirectly change 
cognitions & 
behavior 
Primary source 
of content 
Hypnotist Client 
Emphasis of 
treatment 
Transmit 
information 
to change 
cognitions 
Facilitate positive 
subjective experi¬ 
ence valuing self 
as a non-smoker 
Director of 
experience 
Hypnotist Client 
Relationship Teacher/student Facilitator/ 
experiencer 
Unconscious 
mind 
No Implied 
Recommended use 
of imagination 
No Yes 
Interactive 
style & pace 
Authoritative 
& rapid 
Supportive 
& slow 
Time of session 
(this study) 
1 hour 1 hour 
Time of session 
(prior clinical 
use) 
45 minutes 90 minutes 
Self-hypnosis Yes Yes 
(continued) 
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Table 3 (continued) 
Item Spiegel Method Relaxation Hypnosis 
Self-hypnosis 
time 
5-20 seconds Short: 1 breath 
to 5 minutes 
Long: 20-30 mins. 
Physical anchor 
hypnosis 
Yes 
(arm levitation) 
Yes 
(breathing) 
Coping focus Managing urge to 
smoke by focus¬ 
ing on need to 
protect the body 
Managing urge to 
smoke by using relax¬ 
ation experience & 
multiple individual¬ 
ized positive 
suggestions to shift 
focus to the benefits 
of non-smoking 
Positive 
mental focus 
Protecting & 
respecting the 
body 
Substantial positive 
focus on health, 
comfort, increased 
performance, & 
relaxation 
Negative 
suggestions 
Yes No 
Behavior 
substitution 
No Strongly encouraged 
Physical contact 
from hypnotist 
to patient 
Yes 
(left arm & hand) 
No 
Metaphorical 
stories 
Yes No 
Direct or 
indirect 
suggestions 
Direct Both 
Individualized 
or standard 
suggestions 
Standard Both 
(continued) 
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Table 3 (continued) 
Item Spiegel Method Relaxation Hypnosis 
Ego-enhancing No Yes 
suggestions 
Heavy focus on No Yes 
relaxation 
Floating Yes No 
suggestions 
Arm levitation Yes No 
Eye closure Yes Yes 
Heavy focus on No Yes 
breathing rhythm 
Focus on body Yes Yes 
sensations 
Time orientation Present Present & future 
of suggestions 
Direct test of Yes No 
hypnotic ability (HIP) 
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Secondary Focus of This Study: 
Abstainers vs. Smokers. 
Post-Treatment Subject Characteristics 
As a secondary focus, this study also compared post¬ 
treatment abstainers and continuing smokers collapsed across 
treatments. Results for these two groups were compared on 
pre-treatment questionnaires: Prochaska and DiClemente 
(1983) Processes of Change, Stages of Change, demographic, 
and smoking history; Tellegen (1982) Multi-Dimensional 
Personality Questionnaire. Subjects in the Spiegel group 
only were also compared using the Hypnotic Induction 
Profile's Induction score and Eye-Roll sign score (Spiegel 
(1972, 1973, 1979). Below is a description of these three 
instruments and the rationale for their use in this study. 
Transtheoretical Model: Stages of Change and Processes of 
Change 
Prochaska and DiClemente (1983) suggested that smoking 
cessation should be viewed as a process of change which 
happens over time rather than as one discrete event. Their 
model is known as the Transtheoretical Model. The 
Transtheoretical Model has two components: stages of change 
and processes of change. The five stages of change are: 
(1) pre-contemplation (a smoker who is not considering 
quitting), (2) contemplation (a smoker who is considering 
quitting), (3) preparation (a smoker who is actively 
preparing to stop smoking), (4) action (a smoker who has 
discontinued smoking and is actively working to maintain 
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abstinence), and (5) maintenance (a former smoker who has 
been abstinent for six months and is maintaining 
abstinence). 
The ten processes of change are divided into two 
categories: behavioral processes and experiential processes. 
The five behavioral processes include: 
• Helping Relationships - having a supportive person 
available when one needs to talk. 
• Self-Liberation - self-encouragement, "I can quit." 
• Counter-Conditioning - self-redirection of thinking 
and behavior when tempted to smoke. 
• Reinforcement Management - expecting and receiving 
rewards from others for not smoking. 
• Stimulus Control - removing things that remind the 
abstainer of smoking and keeping things that remind 
the abstainer of not smoking. 
The five experiential processes include: 
• Consciousness-Raising - thinking of the benefits of 
quitting smoking and remembering suggestions on how 
to stop smoking. 
• Environmental Reevaluation - thinking about concerns 
that smoking is harming the environment. 
• Self-Reevaluation - upset with self for smoking. 
• Social Liberation - socially non-smokers are 
asserting their rights, society is supporting 
non-smoking. 
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• Dramatic Relief - warnings about smoking affect me 
emotionally (Prochaska, DiClemente & Norcross, 1992? 
DiClemente, Prochaska, Fairhurst, Velicer, & 
Velasquez, 1991). 
Prochaska and DiClemente (1983) found that smokers in 
different stages use different processes of change. Smokers 
who were not thinking of quitting (precontemplators) used 
the fewest processes of change. Contemplators who were 
considering quitting used consciousness-raising and 
self-reevaluation more frequently. In the action stage when 
smokers are attempting to quit and are not smoking, they use 
self-reevaluation, self-liberation, helping relationships, 
and reinforcement management. In the action and maintenance 
stages, they use counter-conditioning and stimulus control 
the most. In general, Prochaska and DiClemente found that 
in earlier stages of change, subjects used more of the 
experiential processes of change which are more cognitive 
and affective in nature. Subjects in action and maintenance 
stages used more of the behavioral processes of change. 
Defining which stage of change a smoker is in would be 
helpful in predicting successful cessation. It would also 
be prudent to target cessation strategies based on the 
subject's stage of change at the time of intervention 
(Prochaska, Velicer, DiClemente, & Fava, 1988). 
In this study, post-treatment abstainers are compared 
to continuing smokers on these and other pre-treatment 
responses. The expectation is that abstainers will show 
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different use rates for the various processes of change than 
those of continuing smokers. 
Tellegen Absorption Scale and Multi-Dimensional Personality 
Questionnaire 
This study also examined the relationship of 
hypnotizability to successful abstinence. Earlier research 
had suggested a relationship between abstinence and 
hypnotizability but it was not conclusive (Perry & Mullen, 
1975; Perry, Gelfand, & Marcovitch, 1979; Spiegel, 1979). 
More recent studies by Barabasz, et al. (1986) and Baer, 
et al. (1986) use the Tellegen (1974) Absorption Scale 
(TAS). They found that high absorption scores were 
positively related to successful abstinence. Tellegen 
(1982) included the TAS into a larger personality instrument 
called the Multi-Dimensional Personality Questionnaire 
(MPQ). The MPQ is a 300-question, true-false personality 
questionnaire. Tellegen wanted to study the larger aspects 
of personality and the interaction of personality variables. 
Tellegen also realized that questionnaires on one variable, 
such as absorption, would cue the subject to.respond pro or 
con in relationship to limited item types. By questioning 
from a broader perspective, subjects were more likely to 
respond from their own perspectives rather than responding 
to perceived expectations (Zevon & Tellegen, 1981). 
Tellegen (1982) reported that the MPQ contains 11 
primary personality dimension scales and three higher-order 
factors. Content summaries of the 11 personality dimension 
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scales and a description of the higher-order factors can be 
found in Appendices E and F, respectively. 
To date, the MPQ has not been used in smoking cessation 
research. This researcher chose to use it because it 
includes the Tellegen Absorption Scale, which has been used 
in smoking cessation research, and because it provides 
additional personality information on which to compare 
abstainers and continuing smokers. 
The 11 personality dimensions are briefly described 
here to orient the reader. This description is based on a 
representative portion of the full self-description of high 
scorers in Appendix E and a sample question for each. 
Well-Being. (Well-Being II is a shorter version of the 
same scale containing less items.) High scorers are happy 
and cheerful. Question #8: I am just naturally cheerful. 
Response: True. 
Social Potency. High scorers are likely to seek 
leadership in social situations. Question #1: When I work 
with others, I like to take charge. Response: True. 
Achievement. High scorers are hard workers who are 
achievement oriented. Question #10: I often keep working on 
a problem even if I am very tired. Response: True. 
Social Closeness. High scorers are sociable and like 
people. Question #4: I usually like to spend my leisure 
time with friends rather than alone. Response: True. 
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Stress Reaction. High scorers are nervous, worried and 
vulnerable. Question #3: I often find myself worrying about 
something. Response: True. 
Alienation. High scorers feel victimized and picked 
on. Question #12: Some people go out of their way to keep 
me from getting ahead. Response: True. 
Aggression. High scorers will hurt others for their 
own gain. Question #7: If people criticize me, I usually 
point out their own weaknesses. Response: True. 
Control. High scorers are rational and plan ahead. 
Question #2: I keep close track of where my money goes. 
Response: True. 
Harm Avoidance. High scorers avoid danger. Question 
#11: Of the following situations, I would like least: 
(a) Running a steam presser in a laundry for a week, 
(b) being caught in a blizzard. Response: Item (a). 
Traditionalism. High scorers value high moral 
standards. Question #9: The best way to achieve peace in 
the world is to improve people's morals. Response: True. 
Absorption. High scorers are emotionally responsive to 
engaging sights and sounds. Questions #5: Sometimes I feel 
and experience things as I did when I was a child. 
Response: True. 
Tellegen (1982) indicates that there are three 
higher-order factors. The first is Positive Affectivity 
(which corresponds to items normally considered under 
positive affect). The second factor is Negative Affectivity 
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(which corresponds to items normally considered under 
negative affect). The third, Constraint, represents a 
pleasure/pain regulatory style. High scorers are 
self-restrictive and cautious, while low scorers are more 
self-indulgent and impulsive. 
Hypnotic Induction Profile 
The Hypnotic Induction Profile (HIP) is a measure of 
hypnotic ability developed by Herbert Spiegel (1972; 1973; 
1979). This study looked at two scores that are produced by 
the HIP: the eye-roll sign (ERS) and the induction profile 
score (IND). The complete HIP protocol and scoring sheet 
are in Appendix B. 
The eye-roll sign is scored first. Scores for the ERS 
range from zero to four, with zero being the lowest score 
and four being the highest score. The subject is asked to 
face forward and, with the head remaining in this forward 
position, the subject is asked to look upward toward their 
forehead as far as possible, and then gradually close the 
eyelids. According to Spiegel, the more hypnotizable a 
subject is, the farther the dark portion of the eyes will 
disappear behind the upper eyelid. A score of four would 
indicate that the dark portion of the eyes has disappeared 
completely and that this subject was highly hypnotizable. 
This behavior is thought to be related to the subject's 
ability to utilize hypnosis. 
The induction score (IND) is produced by the addition 
of five item scores on the HIP. The subject is asked to 
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participate in a hypnotic induction and then suggestions for 
non-dominant arm levitation are given. Once the arm is in 
an upright position, bent at the elbow and resting on the 
arm of the chair, the subject is questioned by the 
hypnotist. Questions relate to the scoring of the following 
five items for the graded scoring of the IND. 
(1) Dissociation — Is there a difference in sensation 
between the levitated and non-levitated hand and arm? 
(Score: 0 = no difference, 2 = strong difference) 
(2) Levitation. Post-Induction — After the hand is 
placed down on the chair by the hypnotist, does the hand 
levitate spontaneously in response to a prior suggestion, or 
will it levitate in response to further encouraging 
suggestions? (Score: 0 = no response, 4 = spontaneous 
levitation with no additional suggestion) 
(3) Control Differential — When asked to consciously 
raise the dominant hand, does it feel different than the 
levitated hand? (Score: 0 = no difference, 2 = strongly 
different) 
(4) Cut-off — Does the sensation in the previously 
levitated hand disappear and return to normal when the 
hypnotist rubs the subject's elbow as previously suggested? 
(Score: 0 = control does not return to normal, 2 = control 
returns to normal) 
(5) Amnesia to Cut-off — Does the subject know why the 
sensation returns to normal when the hypnotist touches the 
subject's non-dominant elbow? Does he remember the 
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hypnotist's verbal suggestion that this would occur? 
(Score: 0 = subject remembers the suggestion and the touch, 
2 = subject is unaware of the suggestions or the touch) 
The total of these scores (with instruction to halve the 
levitation score so it is not overly weighted) produces the 
induction score. These two scores (ERS and IND) are 
measures of the subject's hypnotizability, according to 
Spiegel. It was expected that high scores would be 
associated with more abstainence. 
Hypnotizability. Absorption and HIP 
Frischholz, Spiegel, D., Trentalange, and Spiegel, H. 
(1987) found that the Hypnotic Induction Profile induction 
scores and the Tellegen Absorption Scale scores correlated 
between (r = .33 and r = .44, p < .05). They also found 
that Spiegel's Eye Roll Sign scores of the HIP correlated 
with the Tellegen Absorption Scale scores between (r = .32 
and r= .41, p< .05). They further found that by combining 
Hypnotic Induction Profile scores with Eye Roll Sign scores 
in a multiple regression analysis, they were able to 
increase the predictive efficiency of Tellegen Absorption 
Scale scores. Interesting is the fact that correlations 
between the HIP scores and the ERS scores only correlate 
between (r = .16 to r = .34, p < .05). These scores are 
similar to those found in Spiegel, Aronson, Fleiss and Haber 
(1976) and Stern, Spiegel and Nee (1979). The HIP was found 
to be correlated with the Stanford Hypnotic Susceptibility 
Scale (SHSS) (Weitzenhoffer & Hilgard, 1959) at (r = .55, 
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p < .001) (n = 70) (Spiegel, Aronson, Fleiss, & Haber, 
1976). 
CHAPTER III 
METHODS 
Subjects 
Seventy-five volunteer subjects were recruited from 
brief public service announcements in 10 local newspapers, 
by word-of-mouth, bulletin board postings, and cable TV 
public service announcements. The geographic area from 
which subjects were recruited was eastern and central 
Massachusetts. This study was described as a doctoral 
dissertation. Free hypnosis treatment was offered in 
exchange for completion of a series of research 
questionnaires. 
Assignments of Subjects 
One hundred and twenty-nine responders were mailed a 
set of research information and questionnaires. Eighty-one 
(63%) of the initial responders returned completed 
questionnaires. Subjects were assigned in a 1-2-3 order as 
their completed questionnaires were returned: Relaxation 
Hypnosis group, Spiegel group and control group. Six 
control subjects dropped out of the study after they were 
told they only had a 33% chance of being accepted for future 
treatment after the study was completed in six months. As a 
consequence, the groups contained the following numbers of 
subjects: Relaxation Hypnosis = 27, Spiegel Method = 27, 
Control = 21. 
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Subject Characteristics 
The sample population consisted of 53 females and 22 
males. The average age was 42 with a standard deviation of 
11 years. The average subject had started smoking at age 16 
with a standard deviation of three years. The average 
number of cigarettes smoked per day was 27 with a standard 
deviation of 17. The average number of prior quit attempts 
was four with a standard deviation of three. 
Pre-assignment Questionnaires 
All subjects completed a set of questionnaires prior to 
assignment to any group. The questionnaire forms for 
gathering demographics, smoking history, stages of change, 
and the process of change information were taken directly 
from Prochaska (1992). (See Appendices G, H and I for 
actual questions and scoring information.) In addition, a 
personality inventory was given in the pre-assignment 
period, the Multi-Dimensional Personality Questionnaire 
(Tellegen, 1982). 
Session Treatments 
All treatment subjects were given a one-hour hypnosis 
session. This session was a one-to-one, face-to-face 
session. This experimenter performed all the treatments 
personally. Twenty-seven subjects received relaxation 
hypnosis, 27 subjects received Spiegel's method, and 21 
subjects were in the control group. (See Appendices A, B, C 
and D for additional detail on the two hypnosis methods.) 
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Relaxation hypnosis includes a brief smoking history, 
client reasons for stopping, questions concerning past 
hypnosis experience, plans for post-cessation activities, 
explanation of relaxation hypnosis, relaxation induction, 
hypnotic suggestions, suggestions relating to smoking 
cessation, and reorientation to post-hypnotic natural state. 
Emphasis was on relaxation and positive-future-oriented 
suggestions about being a satisfied nonsmoker. 
Spiegel's method includes a brief smoking history, 
administration of the Hypnotic Induction Profile, and 
hypnosis suggestion concerning smoking cessation. Emphasis 
is on attention, concentration, and focus. The orientation 
is present and future oriented. The major focus is on 
respecting the body and seeing smoking as a poison to the 
body. 
Spiegel's (1970) suggestions include three affirmations 
which the hypnotist teaches to the subject: "(1) For my 
body, smoking is a poison; (2) I need my body to live? (3) I 
owe my body this respect and protection." 
Treatment Changes for This Study 
In this study, both the Spiegel method and the 
relaxation hypnosis method were modified. This was done in 
an effort to make this research comparison fair and 
appropriate. 
The length of treatment was made equal, one hour. In 
prior clinical use, Spiegel uses only 45 minutes to complete 
his full treatment. Spiegel normally works at a rapid 
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verbal pace. He moves swiftly through the rehearsed 
treatment script. There is very little time for interaction 
with the patient. Responses from the patient are expected 
to be brief and elaboration is not encouraged. This 
experimenter had a very difficult time replicating Spiegel's 
style, pace and verbal output. As a consequence, this 
experimenter chose to read the Spiegel script rather than 
attempt to recite it. This was a more accurate 
approximation of the Spiegel method, yet it is not a true 
replication for this reason. 
Relaxation hypnosis in prior clinical application is 
normally a multiple session treatment, averaging one to 
three sessions for smoking cessation. Session length is 90 
minutes for the first session and 30 or 60 minutes for 
subsequent sessions. To compensate for the reduced time 
with the client, the experimenter reduced the time spent 
developing rapport with the subject. Time spent discussing 
the subject's smoking history was also reduced. The focus 
of the session necessarily shifted more to teaching the 
subject about hypnosis and the use of self-hypnosis. 
Additionally, cognitive and behavioral strategies for future 
coping were stressed. This shift in focus caused the 
session to be somewhat rushed and the rapport with the 
subject was not as well established. This experimenter was 
experienced and proficient in the use of relaxation hypnosis 
and less comfortable using the Spiegel method. This 
difference in experience and comfort with the two methods 
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may have had a negative impact on the success of the Spiegel 
treatment. 
Session Environment 
Subjects entered the waiting room and filled out the 
consent forms. The session room itself provided space for 
the researcher to sit facing the subject. The researcher 
remained seated during the session. The subject was seated 
in a comfortable recliner in an upright position. The 
subject was asked to recline when it was time to use the 
hypnosis method in the Relaxation Hypnosis group, and asked 
to elevate the feet with the help of the recliner in the 
Spiegel group, but was not instructed to recline in the 
Spiegel group. 
In the Relaxation Hypnosis group, the researcher 
remained seated in his original position and simply talked 
to the subject. In the Spiegel group, the researcher 
started the session in the same position, face-to-face, as 
in the Relaxation Hypnosis group. Later the researcher 
moved to the left of the subject to perform the contact 
portion of the Hypnotic Induction Profile (Spiegel, 1987). 
The HIP requires the researcher to touch the left arm and 
hand of the subject. After the HIP was completed, the 
researcher returned to the face-to-face position across from 
the subject. 
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CHAPTER IV 
RESULTS 
Primary Analysis: Treatment Effect 
Comparing All Three Groups 
Table 4 shows the number and percent of abstainers and 
smokers by follow-up period and by treatment group. 
One-week results indicate: Relaxation Hypnosis group, 11 
abstainers (40%) ; Spiegel group, 6 abstainers (22%) ; and 
control group, 1 abstainer (5%). One-month results 
indicate: Relaxation Hypnosis group, 7 abstainers (26%) ; 
Spiegel group, 4 abstainers (15%); and control group, zero 
abstainers (0%). Three-month and six-month follow-up 
results are identical. The Relaxation Hypnosis group had 
four abstainers (15%), Spiegel method had 3 abstainers 
(11%), and control group had none. 
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A Chi-Square test was performed comparing abstainers 
versus continuing smokers across the three treatment groups. 
Results at one week post-treatment indicate that there was a 
significant difference between the groups (X2 = 8.5, df = 2, 
p < .02). Table 5 shows the observed frequency represented 
”0” equal to the observed number of subjects in each cell, 
and the expected frequency represented by "E" equal to the 
statistically expected frequency in each cell. In this 
contingency table, the bigger the difference is between the 
observed and the expected value in each cell, the more that 
cell is contributing to the significance of the Chi-Square 
value. 
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Table 5 
Chi-Square Analysis, One Week 
Abstainers vs. Smokers 
Relaxation 
Hypnosis Spiegel Control Total 
Abstainers 0=11 
E=6.5 
0=6 
E=6.5 
0=1 
E=5.0 
18 (24%) 
Smokers 0=16 
E=20.5 
0=21 
E=20.5 
0=20 
E=15.5 
57 (76%) 
Total 
% Total 
n=27 
36% 
n=27 
36% 
n=21 
28% 
75 (100%) 
0 = Observed 
E = Expected 
frequency 
frequency (X2 =8.5, df = 2, p < .02) 
Results in Table 5 would indicate that the greatest 
differences are observed in the Relaxation Hypnosis group 
having more abstainers (11) than expected (6.5), and control 
group having one abstainer when the expected number was 
five. The Spiegel group observed values are essentially 
equal to the expected values: six observed abstainers 
compared to 6.5 abstainers expected. The Relaxation 
Hypnosis group did better than the Spiegel group, and the 
Spiegel group did better than the control group. 
The Chi-Square at one month is also significant 
(X2 = 6.4, df = 2, p < .04), but the abstainers reduced in 
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number to seven in the Relaxation Hypnosis group, four in 
the Spiegel group, and zero in the control group. By three 
months and continuing at six months follow-up, the 
abstinence rates dropped to non-significant levels: four in 
the Relaxation Hypnosis group, three in the Spiegel group, 
and zero in the control group. 
In summary, hypnosis treatment was better than no 
treatment control at one week and one month follow-up 
points. It was not significant when compared to the no¬ 
treatment control group at three or six months post¬ 
treatment. Higher than expected frequencies for abstainers 
were observed in the Relaxation Hypnosis group. Lower than 
expected frequencies for abstainers were observed in the 
control group. These two facts are responsible for the 
significant Chi-Square results that were observed. 
Secondary Analysis: Abstainers vs. Smokers. 
Significant Results 
Pre-assignment questionnaire responses for abstainers 
versus smokers were compared by two-tailed t-test of 
independent samples using pooled variance estimates. 
Pre-assignments responses were significantly different on 
only five subscales. The significant measures are five 
scales on the Multi-Dimensional Personality Questionnaire 
(Tellegen, 1982). Three of these scales (Absorption, Social 
Potency and Positive Affectivity) were significantly related 
to abstaining at all follow-up periods. Two other scales, 
Well-Being and Well-Being II, were significantly related to 
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abstaining but not at all follow-up periods. (Well-Being II 
is a shorter version of the same Well-Being scale, which 
contains a fewer number of scale questions.) 
Table 6 shows the number of subjects abstaining and 
smoking at each follow-up period and their respective sample 
means. This comparison clearly indicates that abstainers 
scored significantly higher than continuing smokers in most 
follow-up periods. 
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The following five paragraphs detail the statistical 
information corresponding with each significant scale 
represented in Table 6. 
Absorption scores for abstainers were significantly 
higher than those for continuing smokers. One-week results 
are as follows: Abstainers (n = 18, X = 20.8, SD = 6.8) and 
continuing smokers (n = 57, X = 13.84, SD = 7.0) (t = 2.40, 
df = 73, p < .02). This relationship is consistently 
significant at all follow-up periods. At six months 
post-treatment, results are as follows: Abstainers (n = 7, 
X = 23.1, SD = 5.6) and continuing smokers (n = 68, 
X = 16.7, SD = 7.1) (t = 2.31, df = 73, p < .02). 
Social Potency scores for abstainers were significantly 
higher than those for continuing smokers. One-week results 
are as follows: Abstainers (n = 18, X = 14.3, SD = 8.2) and 
continuing smokers (n = 57, X = 9.5, SD = 5.9) (t = 2.70, 
df = 73, p < .009). This relationship is consistently 
significant at all follow-up periods. At six months 
post-treatment, results are as follows: Abstainers (n = 7, 
X = 16.6, SD = 6.6) and continuing smokers (n = 68, 
X = 10.1, SD = 6.5) (t = 2.51, df = 73, p < .01). 
Positive Affectivity scores for abstainers were 
significantly higher than those for continuing smokers. 
One-week results are as follows: Abstainers (n = 18, 
X = 157.7, SD = 16.0) and continuing smokers (n = 57, 
X = 146.8, SD = 12.4) (t = 2.99, df = 73, p < .004). This 
relationship is consistently significant at all follow-up 
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periods. At six months post-treatment, results are as 
follows: Abstainers (n = 7, X = 161.9, SD = 10.7) and 
continuing smokers (n = 68, X = 148.3, SD = 13.7) (t = 2.55, 
df * 73, p < .013). 
Well-Being scores and scores on a second scale 
measuring the same personality trait (Well-Being II) also 
showed significant differences between abstainers and 
continuing smokers. However, the relationship was not 
consistently significant across all follow-up periods. 
Neither one was significant at three and six months 
post-treatment. Well-Being was not significant at one-week 
post-treatment. However, at one month post-treatment, it 
was significant. Abstainers had the following results one 
month post-treatment: Abstainers (n = 11, X = 18.6, 
SD = 5.7) and continuing smokers (n = 64, X = 14.0, 
SD = 7.0) (t = 2.05, df = 73, p < .044). 
Well-Being II was significant at both one week and one 
month post-treatment: Abstainers at one week (n = 18, 
X = 7.8, SD = 3.4) and continuing smokers (n = 57, X = 6.0, 
SD = 3.0) (t = 2.08, df = 73, p < .04); abstainers at one 
month (n = 11, X = 8.7, SD = 2.7) and continuing smokers 
(n = 64, X = 6.0, SD = 3.1) (t = 2.68, df = 73, p < .009). 
The above results would indicate that successful 
abstainers would describe themselves to be like the 
following subscale descriptions: 
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Per Subscale 
Well-Being 
Social Potency 
Absorption 
Personality Traits 
Has a happy, cheerful disposition; 
feels good about self; sees a 
bright future ahead; lives an 
exciting, active life. 
Is forceful and decisive; is 
persuasive and likes to influence 
others; enjoys or would enjoy 
leadership roles; takes charge of 
and likes to be noticed at social 
events. 
Is emotionally responsive to 
engaging sights and sounds; is 
readily captured by entrancing 
stimuli; thinks in images and has 
synaesthetic and other "cross- 
modal” experiences; can summon and 
become absorbed in vivid and 
compelling recollections and 
imaginings; experiences episodes of 
expanded (ultra-sensory, mystical) 
awareness and other altered states. 
Per Higher-Order Factor 
Positive Affectivity Personality traits conducive to 
joy, excitement, vigor and 
generally to states of positive 
engagement. 
Subjects in the Spiegel group were given the Hypnotic 
Induction Profile during the hypnosis session. Responses on 
both the Hypnotic Induction score and the Eye-Roll Sign were 
compared for the group of post-treatment abstainers versus 
continuing smokers. The statistical test used was a 
two-tailed t-test of independent samples using pooled 
variance estimates. Responses were not significantly 
different for the induction score. However, the abstainers 
scored significantly higher than continuing smokers on the 
Eye-Roll Sign. Smokers, n = 20, X = 2.3, SD = 1.03. 
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Abstainers, n = 6, X = 3.3, SD = .82 (t = -2.24, df = 24, 
p < .03). This finding indicates that abstainers scored 
significantly higher on this measure of hypnotizability than 
continuing smokers. 
No significant differences were found on demographic, 
smoking history, stages of change, or process of change 
variables. Abstainers were not significantly different from 
continuing smokers on any of these items that were given 
prior to treatment. 
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CHAPTER V 
SUMMARY 
The primary focus of this study was to compare the 
treatment effectiveness of single session relaxation 
hypnosis to Spiegel's single session hypnosis and a waiting 
list control group. Chi-Square analysis of the main 
treatment effect results were initially encouraging and 
significant at one week: 11 abstainers (40%) for the 
Relaxation Hypnosis group, 6 abstainers (22%) for the 
Spiegel group, and 1 abstainer (5%) for control group. If 
these abstinence rates maintained for six months, they would 
have been in the comparable range to other single session 
individual hypnosis treatments (Spiegel, 1970, 20% at six 
months; Berkowitz, et al., 1979, 25% at six months; Grosz, 
1978a, 1978b, 39% at three months). However, by one month 
the number of abstinent subjects was already declining 
substantially, yet treatment effect was still statistically 
significant at one month post-treatment. One-month results 
are as follows: Relaxation Hypnosis, 7 abstainers (26%); 
Spiegel's Method, 4 abstainers (15%); and control, zero 
abstainers (0%) . This loss of treatment effectiveness 
continues until at three months post-treatment there is a 
stabilization which lasts to the last follow-up period in 
this study, at six months. Three-month and 6-month results 
are as follows: Relaxation Hypnosis, 4 abstainers (15%); 
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Spiegel's Method, 3 abstainers (11%); and control, zero 
abstainers (0%). 
The secondary focus of this study was to compare 
post-treatment abstainers to continuing smokers. This was 
done to investigate the subject characteristics of 
abstainers versus continuing smokers. Significant results 
indicate that abstainers are different from continuing 
smokers as measured on a pre-treatment personality 
questionnaire, the Multi-Dimensional Personality 
Questionnaire (Tellegen, 1982). MPQ subscale scores for 
Absorption and Social Potency are consistently higher for 
abstainers than for continuing smokers across all follow-up 
periods. This is also true for the Higher Order factor, 
Positive Affectivity. Well-Being and Well-Being II showed a 
significant difference between abstainers and continuing 
smokers, but not across all follow-up periods. Well-Being 
was significant only at one month. Well-Being II was 
significant at one week and one month, but neither was 
significant at three or six months. 
Results of the Hypnotic Induction Profile (Spiegel, 
1973) , which was given only to the subjects in the Spiegel 
group, indicate that abstainers were significantly different 
from continuing smokers on the Eye-Roll Sign but not on the 
induction score. This result would indicate that abstainers 
were more highly hypnotizable according to the Eye-Roll Sign 
than continuing smokers. 
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Results for the demographic, smoking history, stages of 
change, and process of change variables (Prochaska & 
DiClemente, 1983, 1992) did not produce any significant 
results. Abstainers were not significantly different from 
continuing smokers on these measures in this study, based on 
the pre-treatment measures only. 
Discussion 
The pattern observed in this study of gradual loss of 
treatment impact and subsequent relapse is common in the 
literature on addictions. Hunt, Barnett and Branch (1971) 
showed that heroin, smoking and alcohol addiction rates 
declined steadily as treated patients relapses dramatically 
in the first three months. Sixty percent of relapse 
occurred in the first three months, and only 10 to 20% 
occurred between three and six months. Marlatt, Curry and 
Gordon (1988) found that most relapse would take place in 
the first 17 days following smoking cessation. 
There are other reasons which may have contributed to 
the low success rates and the loss of treatment effect by 
three months in this study: (1) Subjects may have perceived 
the researcher as having a lack of experience or lack of 
expertise due to the definition of the study as a doctoral 
dissertation. (2) Subjects were volunteers and made no 
financial commitment to their cessation effort. (3) Reading 
the Spiegel script may have reduced the therapeutic impact 
of the treatment. (4) The small sample size makes it 
difficult to observe a positive treatment effect. 
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(5) Single sessions do not produce as much abstinence as do 
multiple session treatments. 
The relapse rates in this study and in the literature 
would argue for multiple sessions. Multiple session 
hypnosis for smoking cessation has historically produced 
abstinence rates in the 50% to 68% range, while 
single-session methods average in the 20% to 25% range 
(Holyrod, 1980? Schwartz, 1987? Miller, 1976? Sanders, 
1977). The observed difference appears substantial. At 
this point in the hypnosis smoking cessation research 
history, one can only speculate as to why multiple session 
treatments are producing better abstinence rates. Are 
additional sessions being used to reinforce early subject 
gains? Are treatment impacts being strengthened through 
repetition? Are subjects being trained in hypnotic ability 
or hypnotic responsiveness? Are subjects improving in 
multiple sessions due to factors not related to hypnosis, 
such as caring from the practitioner, group support, 
counseling, or cognitive or behavioral coping strategies? 
It was a significant finding that pre-treatment 
responses on a personality questionnaire were significantly 
different for those subjects who were able to become 
successful abstainers. This finding would indicate that 
there are pre-treatment subject characteristics which could 
be predictive of treatment outcome when using single-session 
hypnosis and self-hypnosis methods to accomplish smoking 
cessation. Subjects could be pre-screened with the 
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Multi-Dimensional Personality Questionnaire (Tellegen, 
1982). Subjects scoring in the higher range on the five 
significant scales (Well-Being, Well-Being II, Social 
Potency, Absorption, Positive Affectivity) could be selected 
as those most likely to be successful in accomplishing 
smoking abstinence using these types of single session 
hypnosis methods. Further investigation needs to be done to 
demonstrate the consistency and stability of these observed 
relationships. More information about the nature of the 
interaction between personality traits and successful 
smoking abstinence needs to be developed. Take, for 
example, absorption, which has been shown to be correlated 
with measures of hypnotizability, and hypnotic 
susceptibility. Absorption has correlated with successful 
smoking abstinence when using hypnosis treatment (Barabasz, 
et al., 1986; Baer, et al., 1986). This study supports the 
finding that post-treatment abstainers have higher scores on 
pre-treatment TAS than continuing smokers. Due to this 
relationship, the TAS could be used as a screening device. 
Subjects scoring highly on the scale have demonstrated their 
capacity to respond better to hypnosis treatment for smoking 
cessation. 
Four other measures on the MPQ demonstrated the same 
type of relationship, but the underlying reason is presently 
less clear. High Positive Affectivity and high Well-Being 
may represent a kind of positive, optimistic enthusiasm 
which may be accompanied by an ability to risk, to take on 
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change, and to cope with challenges in a positive and 
confident manner. These qualities would facilitate a 
subject's ability to change through difficult circumstances. 
High Social Potency is related to a feeling of initiative 
and leadership in social situations. This may be indicative 
of a person who can handle maintaining non-smoking in the 
multitude of social situations with which the abstaining 
smoker is faced. The goal would be to help smokers to 
become more like the successful abstainers on these 
measures. Pre- and post-treatment evaluation should be used 
to study the impact that training could produce. The 
following is a brief survey of literature focused on 
training or discovering relationships between 
hypnotizability, Tellegen Absorption Scale, 
Multi-Dimensional Personality Questionnaire scales, and 
other variables. This research information could be applied 
to smoking cessation research in the future. 
Perry (1977) suggested that hypnotizability could be 
modified. He suggested that there were aptitude and 
attitude factors involved in the modification of 
hypnotizability. Diamond (1977) supported the notion that 
hypnotizability could be enhanced. He suggested that there 
were three components: optimal learning factors, 
attitudinal and set factors, and cognitive strategy factors. 
Spanos, Radtke, Hodgins, Stam, and Bertrand (1983) 
compiled the Carleton University Responsiveness to 
Suggestion Scale. After further research by Spanos, 
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Robertson, Menary, and Brett (1986), it became known as the 
Carleton Skill Training Program. This program was intended 
to increase the hypnotic susceptibility of low and medium 
susceptibility subjects through cognitive skills training 
with a social learning theory perspective. Spanos, et al. 
(1983) and Spanos, et al. (1986) found that hypnotic 
susceptibility could be increased. 
Gorsanni and Spanos (1986) found that hypnotic 
susceptibility could be increased by giving low and medium 
hypnotizable subjects information on cognitive strategies, 
instructional set information, and practice responding to 
hypnotic suggestions. In addition, they found that a 
videotape of a subject modeling correct responses to these 
suggestions and sharing information on cognitive strategies 
further enhanced the increase in hypnotic susceptibility. 
Bertrand, Stam and Radtke (1993) used the Carleton 
Skills Training Program to modify subject hypnotic 
susceptibility. Results indicate the subjects achieved 
significant gains in objective and subjective measures of 
hypnotic susceptibility. Given the work on the Carleton 
Skills Training Program, possibly smokers with low and 
medium hypnotic susceptibility scores could be trained to 
increase their hypnotic susceptibility. 
Almagor and Ehrlich (1990) studied the relationship 
between personality traits on the MPQ and positive and 
negative affect as measured by a 60-item daily checklist. 
They found positive affect on their questionnaire to be 
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significantly related to the MPQ subscales of Well-Being, 
Social Closeness, Social Potency, and Absorption. They 
found negative affect on their scale to be significantly 
related to the MPQ subscales of Stress-Reaction, Alienation, 
and Aggression. Three of the MPQ subscales related to 
positive affect in Almagor and Ehrlich (1990) are the same 
as those related to successful abstinence in this study. 
These are Well-Being, Social Potency, and Absorption. 
Perhaps their 60-item daily checklist could be used to help 
train low-scoring subjects to improve their MPQ subscale 
behaviors. 
Other researchers have found high absorption scores to 
be related to an assortment of other behaviors. Rader and 
Tellegen (1987) found high absorption to be moderately 
related to a tendency to represent sounds as colors, 
synaesthesia. Combs, Black, O'Donnell, and Pope (1988) 
found a relationship between high absorption scores and 
preference for abstract art over representational art. 
Possibly music and abstract art experiences could be used in 
training subjects to increase absorption ability. Possibly 
this could be later used to assist smokers in cessation 
programs. 
Davidson, Schwartz, and Rothman (1976) found that 
subjects who scored high on the Tellegen Absorption Scale 
were associated with a flexible attentional style. In their 
EEG study of attentional issues, high absorption subjects 
were better able to count taps on their arms and count 
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flashes of lights than were low absorption subjects. 
Davidson, et al. (1976) attributed this difference to the 
high absorption subjects' ability to inhibit activation in 
the occipital region of the brain while counting taps. 
These findings suggest that high absorption subjects have an 
ability to shift cortical patterns during specific 
attentional tasks. Perhaps smokers could be trained to 
improve their ability to perform these specific tasks and 
thereby improve their absorption ability. 
Davidson, Goleman, and Schwartz (1976) found that 
subjects who practice meditation increased attentional 
absorption, as measured on the Tellegen Absorption Scale 
(1974). Possibly the practice of meditation could be used 
to increase the subjects' absorption ability. 
Conclusions 
Future research should focus on narrowing the 
dimensions studied at one time in hypnosis smoking cessation 
research. Generally, hypnosis and several other adjunct 
treatments are performed at the same time. Review of the 
literature reveals that little effort has been made to 
delineate which factors or treatments are essential. Much 
of the research to date uses a shotgun method. Multiple 
techniques are used in each treatment, with the ultimate 
goal of establishing a high cessation rate. However, with 
such an approach it is difficult or impossible to assess 
which parts of the treatment are beneficial and which parts 
are superfluous. Researchers need to be willing to risk 
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lower abstinence rates in exchange for more specific 
information on the beneficial impact of a more narrowly 
defined treatment. In the long run, this will allow 
researchers and practitioners to streamline treatment and to 
utilize only the most effective and quickest techniques. It 
is likely researchers will find some treatments are 
beneficial for some clients but not for others. Taking the 
example of this study, single sessions were successful only 
on subjects scoring high on the MPQ subscales of Well-Being, 
Social Potency, Absorption, and Positive Affectivity. If 
this relationship is found to be consistent over time and in 
future studies, it would be beneficial to pre-screen 
subjects on this questionnaire. If pre-screening found 
subjects high on these scales, then treatment would be 
recommended as likely to be successful. If pre-treatment 
screening found subjects low on these scales, then they 
should be told that treatment was not likely to be 
successful and that they should seek other treatment. An 
alternative position would be to suggest that low scoring 
subjects participate in a training program to increase their 
skill on these related abilities. In the long run, this may 
the most advantageous position to take. 
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APPENDIX A 
SPIEGEL HYPNOSIS SMOKING CESSATION PROTOCOL 
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SMOKING CESSATION PROTOCOL - HYPNOSIS 
FOR PATIENTS SCORING 6-16 ON THE HIP: 
. Now you know what hypnosis feels like. It is not sleep. It's not blanking out. It's a method 
of concentration. It's like being here and there at the same time. For example, you were there, 
paying attention to me. And while you were, something happened to your left arm. For example, 
what was most striking to you about the hypnosis experience? (PICK SOME ASPECT OF 
PATIENTS HIP PERFORMANCE WHERE HE OR SHE DEMONSTRATED AN EXPERIENCE OF 
HYPNOSIS. POINT THIS OUT AS AN EXAMPLE OF THEIR ABILITY TO ALTER THEIR 
CONCENTRA TION). Now you can have a wider range of choices in how you relate to your own 
body. Your score on the assessment indicates that you can use hypnosis to relate to your body in 
a focused way. The state of hypnosis enables you to be optimally receptive to your own thoughts. 
The strategy that you use in this receptive state is what we take up next. 
f:* 
FOR PATIENTS SCORING 0-5 ON THE HIP!: 
Okay now, try this. Lift an arm up. Now put it down. Now pretend you are a ballet 
dancer like Mikail Baryshnikov at Lincoln Center. A thousand people in the audience are 
watching you. The dance calls for you to imagine your arm being a balloon and put it up. 
This is what athletes do. You can consciously decide to do this. Now pretend to let your 
arm float up. wait and watch You see? When you consciously decide to let it float up, 
you activate a brain circuit that is different from the brain circuit you activate when you just 
put it up. You notice that when you're floating in a tub of water, your mind can get so clear 
when you're thinking things over. That's what this is. If you simply decide to float, you're 
now catching on to what this is about. 
FOR EVERYONE: 
r . . ' 
I am going to teach you how to go into a state of focused concentration for the purpose of 
stopping smoking by relating to your body in a new way. I am going to count to three. Follow this 
sequence again. One, look up toward your eyebrows, all the way up; two, while looking up, close 
your eyelids, take a deep breath; three, exhale, let your eyes relax, and let your body float. 
As you feel yourself floating, you permit one hand or the other to feel like a buoyant balloon 
and allow it to float upward. As it does, your elbow bends and your forearm floats into an upright 
position. Sometimes you may get a feeling of a magnetic pull on the back of your hand as it goes 
up. When your hand reaches this upright position, it becomes your signal to enter into a state of 
meditation. 
In this state of meditation, you concentrate on the feeling of floating, and at ^he same time, 
concentrate on these three critical points: 
1) For my body, smoking is a poison. 
2) I need my body to Dve. 
3) I owe my body this respect and orotnrtinn 
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Now, let's think about what each of these three points means for helping you to stop 
smoking. 
For mv body, smoking is a poison. You are composed of a number of components, the most 
important of which is your body. Smoking is not so much a poison for you as it is for your body 
specifically. Your body cannot tell you in words how to protect it. It's like an infant; it takes into 
it anything you put into it. For example, your symptoms such as coughing are a way your body can 
tell you that it's being poisoned, even it can't stop you. So, "For my body smoking is a poison." 
I need mv body to live. Your body is a precious physical plant through which you experience 
life. You need to treat your body well in order to do what you want in your life. You wouldn't put 
sugar in the gas tank of your car and expect it to drive you to the mountains. Similarly, you can't 
put poison in your body and expect to be able to do the things you want to do. You are not the 
same as your body, but you can not live without it. So, "I need my body to live." 
I owe mv body this respect and protection. To the extent that you want to live, you owe 
your body respect and protection. This is your way of acknowledging the fragile, precious nature 
of your body, and at the same time, your way of seeing yourself as your body's keeper. You are, 
in truth, your body's keeper. When you make this commitment to respect your body, you have 
within you the power to have smoked your last cigarette. So. "I owe my body this respect and 
protection." 
To recap, the three points are: 
1) For my body, smoking is a poison. 
2) I need my body to live. 
3) I owe my body this respect and protection. 
Notice how this strategy puts the emphasis on what you are for, rather than what you are 
against. It is true that smoking is a poison and you are against it. but the emphasis is upon the 
commitment to respect your body. As a consequence of your commitment, it becomes natural for 
you to protect your body against the poison of further smoking. 
Observe that when you make this commitment to respect your body, you incorporate with 
it a view toward eating and drinking which reflects your respect your body. As result, each eating 
end drinking experience in itself becomes an exercise in disciplined concern for your body. You can, 
if you wish, use this same exercise to maintain your ideal weight while protecting your body against 
the poison of further smoking. 1 
Now I propose that in the beginning you do these exercises as often as ten different times 
a day, preferably every one to two hours. At first the exercise takes about a minute, but as you 
become more expert, you can do it in much less time. 
The exercise is as follows: You sit or lie down, and to yourself, you count to three. 
At one, you do one thing; at two. you do two things; and at three, you do three things. At one, 
look up toward your eyebrows; at two, close your eyelids and take a deep breath; and at three, 
exhale, let your eyes relax but keep them closed and let your body float. 
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As you feel yourself floating, you permit one hand or the other to feel like a buoyant balloon 
and let it float upward as your hand is now. When it reaches this upright position, it becomes the 
signal for you to enter a state of meditation. 
In this state of meditation, you concentrate on these three critical points: 
1) For my body, not for me. for my body smoking is a poison. 
2) I need my body to live. 
3) I owe my body this respect and protection. 
Reflect on what this means to you in a private sense, then bring yourself out of this state 
of concentration called self-hypnosis by counting backwards in this manner. 
Now, three, get ready. Two, with your eyelids closed, roll up your eyes (and do it now). 
And one, let your eyelids open slowly and take a deep breath. Then, when your eyes are back in 
focus, slowly make a fist with the hand that is up and as you open your fist slowly, your usual 
sensation and control returns. Let your hand float downward. That is the end of the exercise, but 
you retain a general feeling of floating. 
(77i* patisnt is now out of tha forms/ trmnes stats and his/har syss art opan.) 
This floating sensation signals your mind to turn inward and pay attention to your own 
thoughts-like private meditation. Ballet dancers and athletes float all the time. That is why they 
concentrate and coordinate their movements so well. When they do not float they are up-tight, and 
they do not do as well. 
Now I am going to review the basic principles of the strategy, and then we will go back to 
the exercise so you will know it before you leave. You do this exercise every one to two hours. 
Each time it takes about twenty seconds. Your body is entitled to twenty seconds every one to 
two hours, and during this twenty-second period you let the world take care of itself and you pay 
attention to this issue between you and your body. Making use of this extra receptivity, you now 
re-imprint the three points. Notice that this is not a scare technique, but rather a reminder of two 
important facts: for your body smoking is a poison and you need your body to live. The third point 
is the commitment: to the extent that you want to live, you owe your body this respect and 
protection. Shift back to your usual awareness and go about doing what you do. This is like 
reinforcing a program in a computer. To date the best computer made is the one you have in your 
head. j 
If I had my way, I would ask you to spend the next week living in a tobacco shop to 
emphasize the point that the issue is not the presence of tobacco, but rather your private 
commitment to your body even in the presence of tobacco, but that in no way internalizes that 
change. You know that you are internalizing the change when in the presence of tobacco you 
decide to give priority to your body. 
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The biggest mistake that you can make in this is to tell yourself that you must not smoke. 
That is precisely wrong. That is like telling yourself "Don't have an itch on your nose." What 
happens if you concentrate on not having an itch? 
{Potiont roopondo: You hovo got on itch on your not*.) 
t 
Try this one, "Don't think about purple elephants." Or, "Don't think about swallowing." Free 
people don't like to be told "don't." Why not use that knowledge if you want a strategy that can 
work? You can use it this way. Turn it around and you come up with a corollary which is equally 
true. It is more effective to change behavior when you do it on the basis of something you are for. 
Approach it this way: yes, you will respect and protect your body. In the course of protecting your 
body from smoking you have radically changed your behavior but you feel it as a "yes” rather than 
"don't smoke." Rather than focusing on whether to smoke, you focus on protecting your body. 
Do you see the difference? 
[For patients scoring 10 or more on the HIP:] 
Now, you can sharpen your focus on this if you look at yourself in this double sense. There 
is you and your body. You are your body's keeper, and your body is your physical plants. There 
is something precious and helpless about your body. It is just like with a baby. When you put 
poison into your body it can do nothing but accept it and make the best of it. But when you realize 
that you are the one putting the poison there, you have some questions to ask yourself. Which side 
are you on? Are you for your body or are you not? Are you for living or are you not? If you are 
not for living, keep on smoking. But if the idea of living is still enticing, then you have a built-in 
obligation to give you body the respect that it deserves. 
[For all types] 
What you are learning here is in essence an art form. It is the art of learning how to control 
an urge. And in that connection, there is a basic principle: if you mean to control an urge, don't 
fight it. If you fight it you only make it worse than it already is. But what you can do is to ignore 
it. And you can ignore it this way. When the urge to smoke occurs, admit it. But at the same time 
acknowledge that you have this commitment to respect your body. You now have two urges at 
the same time, the urge to smoke and the urge to respect your body. [Oomonotrot• with yourhond* iock*d 
togothor ot tho fingort ond pull bock ond forth oo you soy tho foil owing): YOU Can't foCUS BOTH on Smoking AND 
on respecting and protecting your body at the same time. Lock these thoughts together. If you 
emphasize one, you have to ignore the other. If you choose to emphasize this commitment to your 
body, then you are simultaneously ignoring the urge to smoke. There is an axiom of human 
behavior that goes like this: any facility or any urge-biological or psychological-will eventually 
wither away if you repeatedly do not satisfy it and ignore it. This is true even for something as 
basic as muscles. Do you know what happens to muscles if you don't use them? 
[PATIENT: Yes.] 
Atrophy. The same thing is true with urges, even urges that are biologically rooted. For 
example, this is true for another urge that is biologically rooted, hunger. When Ghandi went on his 
forty-day fast, by the fifth day he observed that although he was weak, he was no longer hungry. 
Dick Gregory described that. Caesar Chavez described that. Athletes often experience that too. ' 
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Now, there is e lesson. If you take urges that are biologically rooted and if they wither away 
by being ignored because your emphasis is elsewhere, certainly an acquired habit like smoking will 
also wither away if you learn to ignore it by emphasizing this commitment to respect your body. 
However, if you antagonize yourself by saying, "don't smoke," or if you tease yourself by cutting 
down, then you are in trouble. Because to cut down means that although you are smoking less at 
a time, the tease is working. Whereas if you channel your energy so that you keep reaffirming this 
commitment to respect your body, such is your new perspective toward your body that if an urge 
to smoke comes along, it gets so locked into this momentum of respecting your body that you are 
able to ignore it rather than fight it. That is the principle of the exercise. 
Now, I'm going to do it. I'm going to ask you to watch me. Then I will ask you do it again. 
After that I will show you a camouflaged way of doing it so that even in the presence of others you 
can do it without attracting attention. But this basic way assumes that you have privacy. In 
privacy it goes like this. You sit or lie down. To yourself you count to three. One, look up; two, 
close your eyes, take a deep breath, and exhale; three, eyes relaxed, body floating, let one hand 
float up like a balloon. In this position imagine yourself floating and to yourself repeat the three 
points: For my body smoking is a poison. I need my body to live. I owe my body this respect and 
protection. Reflect upon this. Then, three, get ready; two, with your eyelids closed, roll up your 
eyes; one, open slowly, first open, down, and that is the end of the exercise. Got it? You do it 
now and I will give you your directions. 
All right. One, look up; while looking up, two, close your eyelids and take a deep breath; 
three exhale, eyes relaxed, body floating, and let one hand float up just like a balloon. In this 
position imagine yourself floating and at the same time you repeat to yourself the three points. 
Although ordinarily you say this to yourself, on this occasion we will do it aloud. After each point 
you repeat it after me. For my body smoking is a poison. 
IPATIENT: For my body smoking is a poison.] 
I need my body to live 
IPATIENT: / need my body to five.] 
I owe my body this respect and protection. 
[PATIENT: / owe my body this raspect and protaction. ] ■■ 
Reflect on what this means to you in a private sense. Then, bring yourself out of this state 
of concentration this way. Three, get ready; two. with your eyelids closed, roll up your eyes, and 
do it now; and one, let your eyelids open slowly. Now, when your eyes are in focus, slowly make 
a fist with the hand that is up, open your fist slowly, let it float, and that is the end of the exercise. 
I will give you those three points in print later, as a reminder. 
All right. Now, suppose you want to do the exercise and you don't have privacy. You 
camouflage it this way. Two changes. First, close your eyelids, then roll your eyes up so that the 
eye roll is private. Second, instead of your hand coming up like this [forearm floating upward], let 
it come up like this (hand to forehead]. So to an outsider it looks like this. Watch me. For my 
body smoking is a poison. I need my body to live. I owe my body this respect and protection. 
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Who would know that you're doing the exercise? In twenty seconds you shift gears, establish this 
extra-receptivity, re-imprint the three points to yourself-and shift back out. 
By doing the basic or camouflaged exercise every one to two hours, you establish a private 
signal system between you and your body so that you are ever alert to this commitment to respect 
your body. When your hand reaches out for cigarettes or you find yourself wanting to smoke, 
admit it. But at the same time do this [stroke eyebrow]. This gesture activates the last time you 
did the exercise. It activates that third point: I owe my body this respect and protection. By doing 
this you are again locking in the urge to smoke with the urge to respect your body. By reaffirming 
respect for your body, you are ignoring the urge to smoke rather than fighting it. 
Now, the temptation to fight the habit is there. But, there's something deceptive about that, 
because there are two sides to it. On the surface you have the illusion of feeling virtuous. Aha! 
I'm fighting it. But because you're fighting it, you're making it worse. In fact there is an ancient 
Japanese Zen parable that deals which this precise phenomenon, it's a story of a jackass tied by 
a long rope, one end around its mouth and the other end to a pole. As long as it thinks like a 
jackass, it pulls and pulls. All it gets out of that is a sore mouth and a tighter knot. When it stops 
thinking like a jackass, it discovers it doesn't have to pull on the rope, and if it doesn't pull, the rope 
slackens. With the rock slack, it can walk around, lie down, go here, go there and when the rope 
is slack long enough, even the knot gets loose. Do you see the point? That is the point here. Do 
you have a pet dog? 
{PATIENT: Not right now] 
All right. Suppose you have one. Now, you're going to feed the dog some food. You open 
up a package and you read on the label a statement that says, "The Surgeon General has 
determined that this food is dangerous to your dog's health." Would you feed the dog that food? 
Why not give your body the same consideration you would give to a dog? Isn't that startling? 
This brings into focus that sometimes things are so obvious we ignore them. One thing 
which is obvious is that your body is innocent. Your body doesn't know that smoking is poison. 
You know it. but your body doesn't. When you realize that your body has this trusting innocence 
and depends upon your judgment, it sharpens your sense of responsibility. For example, when you 
cross a street, you take certain precautions. Have you noticed when you are supervising a child 
crossing the street, how much more careful you are? Do you see how natural it is to respond to 
the trusting innocence of a child? If you look at your body as this trusting innocent part of you, do 
you see how natural it can be to take a position of respect and1 protection toward your body? That 
is just the point here. 
Now, in essence, what you're learning here is this: instead of doing the pedestrian thing of 
fighting cigarettes, take an outside point of view and use a natural resource you have anyhow, 
namely the compassion that you would show toward any trusting, innocent living creature. If you 
look at your body as this trusting, innocent living creature that depends upon your judgment, of 
course you will show it the respect that it deserves. Do you see how different this is from saying, 
"Don't smoke"? 
{PATIENT: Yes.] 
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That is just the point here. So you are ending up radically changing your point of view 
toward your body and radically changing your smoking behavior. But you are doing it in an 
atmosphere of an affirmation experience instead of a fight. That's it. I'm going to give you a copy 
of those three points and a card, and ask that you send the card back in about a week so that I can 
learn how you are doing. 
[The patient is then given an opportunity to ask questions, and then the session is ended. The 
entire procedure usually requires one forty-five minute session. ] 
2/28/92 
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SPIEGEL HYPNOTIC INDUCTION PROFILE PROTOCOL 
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HYPNOTIC INDUCTION PROFILE PROTOCOL 13/6/9: 
UP-GAZE Get ax comfortable as possible with your arms resting on the arms of the chair and both feet up. Now look 
.toward me. As you bold your head in that position, look up toward your eyebrows—now toward the top of your bead. 
UPGAZE: 0-1 -2 -3 -4 
EYEROLL As you continue to look upward, close your eyelids slowly. That’s right dose, dose, dose... 
BOLL: 0 - 1 -1 - 3 - 4 SQUINT: 0 - 1 - 2 - 3 
I-E/T ABM LEVITATION Keep your eyelids dosed and continue to look upward. Take a deep breath, hold.... Now, 
exhale, let your eyes relax while keeping the lids dosed, and let your body float. Imagine a feding of floating, floating 
right down through the chair....There will be something pleasant and welcome about this sensation of floating. 
As you concentrate on this floating, I am going to concentrate on your left arm and hand. Tamed mm md hmd In a 
while I am going to stroke the middle finger of your left hand. 
Lift kmtd tUfhdy pm it 4mm ageim. Learn jam light head rrrnsi U fluty m ptrtm'« left kmtd. 
' After I do, you will develop movement sensations in that finger. Then the movements will spread, causing your 
left hand to fed light and buoyant, and you will let it float upward. Ready? sni>>(ir md mm 
»*■ First one finger, then another. As these restless movements develop, your hand becomes light and buoyant, your 
elbow bends, your forearm floats into an upright position. You may get a sensation of a magnetic pull on the back of your 
hand. 
If happens right away 
V— i» s mcmdt This is an exercise in your imagination. 
Just imagine your hand to be a big, buoyant balloon and let it float 
upwards. tfkmtd fast m 
fma rstpmse fa 3 tteamdt I'll bdp yOU get it Started, hards wad. host 
Let your hand be a balloon. Just let it go. Vr*rsm mt*> mm. tears: 
tf person data am mis asm. emmaas: You have the power to let it float upward. 
Hfsnan ama mdaa asm, let fa and toy: That’S right, tears: 
Jrpsstan dass am tads asm. madams: Hdp it along. JuSt put it Up there. Scare: I 
Lett*- V asm eaama deem, das it tds sad sf ids test. 
This Is tars. Cm say: This is not for everyone, saw fa trtammm tessiaa. 
Now I’m going to position your arm in this manner so...and let it remain in this upright position, (arm it patuuaed 
mtd As stbaa aamfanabtj tmppansd m tds arm mat sf ids chair md the Jaraarm it la m tgrifhi paddaa.) In fad, it will remain in that 
position even after I give you the signal for your eyes to open. When your eyes are open, even when I put your band 
down, it will float right back up to where it is now. You will find something amusing about this sensation. Later, when I 
touch your left dbow, your usual sensation and control will return. 
Now I am going to count backwards. At two, your eyes will again roll upward with your eydids closed. At one, 
let them open very slowly. 
Ready...three...two, with your eydids dosed, now roll up your eyes, and one, let them open very slowly. 
All right, stay in this position and describe what physical sensations you are aware of now in your left arm and 
hand. (Ut them describe) 
Is it comfortable? j YES NO 
. Are you aware of any tingling sensations? YES NO 
DISSOCIATION Does your left hand fed as if it is not as much a pan of your body as your right hand? 
rzs 2 
ns. a urns m 1 
no Docs your left hand fed as connected to the wrist as your right hand feds connected to the 
wrist? Are they exactly the same or is there a difference? 
THERE IT A DtFFUtENCE 1 
MO DIFFERENCE 0 
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LEVITATION - POST INDUCTION (Each reinforcement is followed hv 5 second nausel. 
NOW OOU this. gantiy lamar left hmd and **u u> fa ifkamdflaau apmard Iff. wn: 4 
Now turn your head, look at your left hand, and watch what is going to happen. 3 
While concentrating on your left hand, imagine it to be a huge, buoyant balloon. 2 
Now, while imagining it to be a balloon permit it to act out as if it were a balloon. 
That's right, be ‘big* about it. 1 
This is your chance to be a method actor or a ballet dancer. Think of your 
left hand as a balloon or as the arm of a ballet dancer and permit it to act 
as if it were a balloon. That's right, just put it up there, just the way a 
ballet dancer would. 
If necessary, fake it, pretend. 0 
CONTROL Din-tRENTIAL While it remains in the upright position, by way of comparison, raise your 
right hand. Now put your right arm down. Are you aware of a difference in the sensation in your right arm 
going up, compared to your left? For example, does one arm feel heavier than the other? Are you aware of a 
relative difference in your sense of control in one arm compared to the other as it goes up? 
On a more or less basis, are you aware of any relative difference in your sense of control in one arm compared to 
the other as it goes up? 
.23 In which arm do you feel more control? u rtpamd 2 
If^amtmaaaily rrporu ‘a liiiU bit" 1 
NO draU iba tr md than npaaL Let's try it again, Fat panm'i arm da** 0 
Now again. Look at your left hand. Imagine it to be a huge, buoyant balloon. Just like an actor 
or an athlete. Now raise your right hand up and put your right arm down. Now jiuj time are you 
aware of any relative difference in control in one arm compared to the other as it goes up? 
ffrzs, in which arm do you feel more control? 
(fdlfftnaci it rapartad now, draw t quart araand d* "1‘ 1 
ttfil NO. draw a tauarr armmd "0" 0 
CUT-OFT Now note this. 
Gp pertm't rthwm wuh yomr right hand md tamer person't arm Tomeh pertm t left hmd md giee imftM ta "make a fist. * 
Ida** yomr hmd ep ta tomeh etbom md finally bring yomr head damm patient's arm. mding by firmly pressing patient's hand.) 
Before there was a difference in control between the two forearms. Is that difference still there or is it going 
away? 
ra 2 
NO (or) U't baginning lo ga away: */ nill Asm mart control in da right arm,‘ rtpaat "aatoffl" datenbad abe\a 
Make a fist a few times. That’s right. Open your fist and now put your hand down. Shake both 
hands a few times and tell me when you feel that your control is equal. 
|f cantrat bttaaat tgaai 1 
\f mural it mill tat tgani, npaf mail tamtral it tgarni, and tcart'. 0 
AMNESIA TO CUT OFF You see that relative difference in control’that was in your arms is gone. Do you 
have any idea why? Is there anything I said or did that might account for it? 
if padant myt "NO" ar tayt 7U‘ tmd gittt wrung aarmar fan: 2 
|fpabmt aaamaat "dbaw" ray. What abouf it? ypanma aaa‘1 nmambar dbaw baiag tamdiad, icon: 1 
. f panaa tptafin "atbmw math" md bamg umdad. ut Are you inferring that I touched your elbow or do 
you remember whether or not I did? 
K"aifan." fan: 1 
r "nmmbart. adU How many times? jframaabtn aaa dbaw mack, icon 1 
FLOATING SENSATION When your arm went up before, did you feel a physical sensation that you can 
describe as a lightness, floating, or buoyancy in your left arm or band? Were you aware of similar sensations in 
any other pan of your body-such as your head, neck, chest, abdomen, thighs, lep, or all over-or just in your 
left hand or arm? 
Sflaabng at atbar parti af body in adding* la Irfl hmd ar arm 2 
tf floating im Uft hmd andJar arm only J 
S mo floating 0 
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c*> r 1 Hypnotic induction Profile 
Evaluation Sheet 
Name_Date _ 
Age_Sequence □ Initial_Previous_When_ 
Position ot Subject □ Chair-Stool_Supine_Chair_Standing 
Item 
A Up-Gaze 0-1 *2*3*4 
B Roll: 0*1 *2*3*4 
C Squint: 0-1 -2-3 
D Eye-Roll Sign (roll squint) 0*1 *2*3*4 
E (v Vi 1 L_ Arm Levitation Instruction 0 - 1 • 2 • 3 • 4 
F Comfortable Tingle 
q_:_ Dissociation 0 • 
- 1 - 2 
H_ Levitation 
 ( no reinforcement 1 st • * 
2 nd • I 
3 rd • [ 
4 th • ' 
3* 4 
2 • 3 
1 • 2 
1 - 
0 - 
/ Control Differential 0 • -1*2 
j Cut-Off 0 - .1-2 
K_ Amnesia to Cut-ott 
or No-Test 
0 • • 1 - 2 
L Floating Sensation 0 • • 1 • 2 
Summary 
Induction Scorn Profile Grade 0 - 1 • 2 • 3 - 4 • 5 
Soft Tern Intact 
_Minutes _ _Decrement „_Special Zero Increment 
Bom train S*«paf l Sptagal 'Trance i Treatment ' Am Pjysn Press lfC7. Watli. D C 
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APPENDIX C 
TRANSCRIPT OF AN INDIVIDUAL COUNSELING/HYPNOSIS SESSION 
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APPENDIX C 
TRANSCRIPT OF AN INDIVIDUAL COUNSELING/HYPNOSIS SESSION 
T = THERAPIST, C = CLIENT 
(Author's comments are in parentheses) 
(1. What will be done in session.) 
T Okay, Tom, what we're going to do in this hour and a 
half is we're going to talk about the process that we 
are going to use to help you. I'm going to call that 
balanced relaxation; I'm going to call it relaxation 
response; I'm going to call it a kind of a meditation. 
(2. Teaching breathing, relaxation process and 
positive suggestion.) 
(3. Muscle relaxation.) 
T The next thing we're going to do is to talk about slow, 
deep breathing with the chest. And the intention 
during that is to relax the body using a good mix of 
oxygen and giving your body a chance to process all 
that air. I'm going to use this thing called 
progressive relaxation, which is asking the muscles to 
relax from the top of the head gradually down the body 
to the toes. So the intention is to get you into a 
very relaxed, comfortable state to the point where you 
may even feel like falling asleep. 
(4. The unconscious mind is more susceptible to 
suggestion.) 
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(5. The unconscious state is past conscious 
evaluation.) 
T Within that relaxed state, the theory is that you are 
more susceptible to suggestion because you're not using 
the conscious mind to evaluate and critique everything 
that rolls by. You're simply hearing it as background 
music and accepting it, as long as it is an acceptable 
and reasonable suggestion for you. 
(6. Therapist gives reassurance. We will discuss 
suggestions before using them.) 
T I'm not going to suggest that you do anything unusual 
or unreasonable. We're going to talk about the things 
that I'm going to suggest to you in the first part 
before we actually go ahead and do the process, okay? 
(7. Alternatives to smoking.) 
(8. Controlling weight gain.) 
T The other thing we're going to do is talk about the 
things that you can do instead of smoking. You've been 
smoking for a while? your body is used to it. What 
kinds of replacements are there if you're not smoking, 
things like hobbies, recreation, exercise, food, water? 
At the same time, we're going to take a look at not 
gaining weight as a function of stopping smoking, 
because the tendency is to go hand to mouth and to 
expect the weight to come off. I know you've not 
smoked for a while and now you are smoking. Can you 
give me a little bit of the history about your smoking? 
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(9. History of client smoking.) 
C The history of my smoking. Well, I started smoking 
regularly when I was 13, and up until — 
T Up until? 
(10. Quit attempts in the past.) 
C Six years or seven years ago, now, almost, because I've 
been smoking again almost a year. Just the six years 
that I quit are the only time or attempt that I ever 
made to stop. 
T Okay, so you went from 13 to about what age? 
C Thirty-one. 
T And then you quit for six or seven years? 
C Six or seven. 
T And you've been smoking now? 
C Nine months. Not even. 
T How much are you smoking at this point, Tom? 
C A pack. 
(11. Previous experience with relaxation training and 
meditation = none.) 
T Have you ever had any experience with any relaxation 
training? Meditation? 
C No. 
(12. Family history of smoking: spouse, parents, 
siblings.) 
T How about your family, your mom and dad. Did they 
smoke? 
C My father did. 
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T Was he a regular smoker? 
C Uh-huh. 
T Does he continue to smoke? 
C No. He quit on doctor's orders at one point in time, 
and never picked them up again. 
T How did he quit? Did he just stop? 
C He just stopped. 
T And what about your mom? 
C She never smoked. 
T How about brothers or sisters? 
C My little brother does, on occasion. 
(13. Work situation. How does smoking fit into daily 
activities?) 
T Tom, let's talk about the pattern that you have now in 
terms of some idea of the kind of work you do, which is 
supervisory in an office situation? 
C Yes. It's an office situation. Sure. 
T How do you think that your smoking fits into that daily 
routine? 
C I'm not sure if I know what you mean. 
(14. Self-disclosure by therapist to help client focus 
and self-disclose.) 
T Okay. I know, myself, I used to work construction. 
And when we sat down on break, everybody had a butt and 
you couldn't go back to work until you finished your 
butt, that kind of thing. Does that come up in your 
work situation? 
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C No, no. I mean, I can smoke or not smoke any time I 
feel like it. Nothing that I'm doing makes it 
restrictive. 
(15. Does client have a pattern to his smoking? When 
does he smoke more?) 
T Do you find that there is a pattern in terms of when 
you smoke more or less? Busy, not busy? 
C When I'm busy. 
T Do you tend to leave it in the ashtray and keep working 
so it's always there? 
C It's always there. Always burning. 
(16. Therapist encourages client awareness and 
opportunities for change.) 
T Is there a time you notice you can go a long time 
without a cigarette? 
C That varies a lot. It tends to be morning. When I 
first get up in the morning -- just about every day 
when I get up in the morning. I don't want to start; I 
don't want to have that first cigarette. And then at 
some point in the day, and that varies a lot, sometimes 
it could be noontime, sometimes it could be 7:30 in the 
morning, I can't go any longer. 
T What happens to you that gives you that feeling? 
C I have no idea. I just don't know; I wish I did. 
T How do you notice it? Where do you notice it? 
C I don't know. I just start getting fidgety. 
T Kind of restless? 
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C Yes. 
T Like something's out of whack? 
C Yes. I have to do something. 
T Do you particularly feel that any place special in your 
body? 
C Not that I could nail down, I don't think. 
T Let me give you an example. Sometimes when I can 
remember feeling restless, I remember my feet being 
hot. Or when I stopped smoking I remember having a 
craving kind of in my throat. Do you get that kind of 
sensation? 
(17. Subject identifies a sensory-motor cued smoking 
behavior in the past. In the present and the future, 
it could be used as a cue for new alternative 
behavior.) 
C Nothing I — nothing I'm really aware of. I just get 
fidgety. I tap. (Subject starts tapping fingers on 
the chair) 
T Tapping? 
C Tapping. 
(18. Behavior Substitution.) 
(19. Transition — non-smoking as a transition process 
from smoking to non-smoking.) 
(20. Temporary adjustments.) 
(21. Withdrawal from cigarettes and nicotine.) 
T Actually, that tapping may be an option for you. In 
terms of the amount of energy that you have, if it's 
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got to go someplace, you may get into that tapping. 
That may be one way to adjust to not having cigarettes 
on a temporary transfer of energy. I think you have to 
think of the non-smoking process in terms of getting 
from a smoker to a non-smoker as a transition process. 
And there may be things that you'll do during that time 
that you're not interested in doing on the long-term 
basis, but they may serve you well on a short-term 
basis in helping with the transition. Tapping 
behaviors that get out some of that energy, and help 
you not be restless. I think a pretty normal function 
of — basically you're addicted to cigarettes as a 
smoker, and as you get farther away from your last 
cigarette, your body starts to complain. It says, 
"Where's my nicotine? It's about time for some more 
isn't it?" 
C Pump me up, baby. 
T Yeah, pump me up. And your body starts to do 
something. It says, "Hey, how about it?" And it 
finally gets its cigarette or its nicotine and it feels 
better. It says, "Oh, thanks very much. I appreciate 
it." 
(22. Mind/body talk — cognitions and self-talk which 
stimulate abstinence efforts or encourage relapse.) 
(23. Therapist self-disclosure.) 
T When you stop smoking, your body has to get through 
that period of time without getting the renewed supply 
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of nicotine. You have to kind of say to it, "Sorry, 
guys, we're not going to do that any more." So now you 
have to get from here, being a smoker, to over here, 
being a non-smoker. And I think that it's — for me, 
it was about two months before I really felt 
comfortable with that. I'd say maybe the first couple 
of weeks were a little tough, and then it started being 
a little easier. I could say, "Well, I've got two 
weeks behind me, and I'm starting to feel like a non- 
smoker. But it took a while before that really kind of 
kicked in, and I could feel that solidly. 
I would like to check back to your experience of 
non-smoking before in terms of how that went for you 
and what you noticed in that time of transition. 
Remember back —■ I know it was a while back. 
(24. Client encouraged to remember experience of non¬ 
smoking. ) 
C Yes. Do I remember what it was like? All I know is 
that I did it with very, very quiet fashion. I didn't 
make an ordeal of it at all. I cut down on my own to 
the point where I was only smoking about two cigarettes 
a day. And that took probably three months of 
continually working at cutting down. Cutting down, and 
then finally I stopped. I think I stopped for two or 
three — maybe as long as a month — before Linda even 
noticed that I wasn't smoking any more. And I had done 
it in such a slow, low-profile manner; and I found it 
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very easy to quit because the subject never came up. 
And people that I worked with and everything didn't 
even really notice whether I did or didn't do it, made 
it very easy for me as long as the subject never came 
up. 
(25. Encourage client to improve self-awareness.) 
T That's an interesting piece of information, about your 
style of adjustment, kind of low key, don't notice what 
I'm up to and just go along and do it as I feel 
comfortable doing it. 
C Yes. And I probably had quit for quite some period of 
time before I was really willing to say to somebody 
very openly, "Oh, yes, I quit smoking." 
(26. How does present compare to past feeling?) 
T And do you have that feeling that you want to do this 
the same way? Or do you have a different feeling about 
this non-smoking process? 
C Right now? I don't want to smoke any more. Period. 
T So you want to stop? 
C Yes. 
T Tell me, if you can, the difference between the two 
times. 
C I don't know. I just feel more — I feel more 
comfortable trying to stop right now because I just 
know it hasn't been that long a period of time. And it 
shouldn't be something that, in my own mind anyway, it 
shouldn't be something that should be so hard to turn 
87 
back around. The first time was, it was obviously 
what, I had smoked for twenty years. But it's only 
been eight months — nine months. 
(27. Reasons to stop smoking now.) 
T Okay, can you give me some reasons why you want to stop 
at this point? Why now as opposed to any other time? 
C I doesn't really taste good. 
T Okay. 
(28. Subject complains of physical symptoms related to 
smoking — lung congestion, cough.) 
C It does a terrible job on me physically. My lungs get 
screwed up in no time. 
T So you're feeling congestion? 
C Yes. Which I did when I quit the last time, too. It 
cleared itself very quickly. 
T About how long? 
C: Two months, more or less. It might have been less. 
(29. Preparing client for future by asking about past 
response.) 
T Do you find that you're coughing more or less after you 
have quit? 
C More, at first. Definitely clearing the area. 
(30. Therapist inquires about client expectations.) 
T Are you expecting that to happen this time, also? 
C I would expect that, yes. 
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T Are you feeling at this point any pain or pressure? 
Any shortness of breath? Going up stairs or something 
like that? 
C No. As a matter of fact, when I first started smoking 
again, and I had lost the weight, I noticed it more 
then, that all of a sudden, because I had lost the 
weight and a set of stairs was nothing to me any more, 
it hadn't been hard. When I started smoking, all of a 
sudden they were getting hard again, but right now, no, 
I don't. It was like it was worse at first and then 
it's kind of — whether it's just not so noticable 
right now or not, I'm not sure. 
(31. Weight.) 
T In terms of weight, I know you have lost some. How are 
you doing with that? 
C Stable. 
T What's your intention or your plan about your weight? 
C Right now? I monitor it very closely. 
T If you could kind of stay where you are, that would be 
okay? 
C That would be okay. If I could lose four or five 
pounds, that would be okay, too. 
(32. Therapist suggests focus on controlling weight.) 
T Tom, one of your options is to work on the weight at 
the same time in terms of if your making the effort to 
not smoke. If you also make the effort to lose a few 
pounds, and you can accomplish a week of not smoking, 
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and either staying the same weight or losing a few, 
then you may tend to feel better at the end of that. 
Then letting it go and gaining three, four, five — 
C Uh-huh. 
T — and not smoking for a week. 
C Yeah, I don't want to put any weight on. I'll be very 
upset with myself. 
T And I think sometimes that it adds up with people going 
back to smoking, if they put on too much weight. 
C Uh-huh. Yeah. 
T So that's something to keep an eye on. So, I don't 
have a priority for you losing weight, but I think that 
that's certainly something to think about — 
C Oh, yes. 
T — and maybe you can try for — 
C Oh, yes. Absolutely. 
(33. Client game plan for controlling weight.) 
T Okay. Do you have a game plan about how to lose 
weight? 
C My game plan for losing weight is simply just watching 
the things that — the kinds of things that I eat. I 
know what I like, and I know that I like to have it now 
and then, but I can — I don't have — I don't really 
have a problem eating salad greens but, for five days 
if at the end of it I can go and have a veal 
parmesan and know that it will be okay. 
T Uh-huh. 
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C You know. And that's basically the way I did it before 
was just salad greens. 
T Do you feel willing to go in that direction at this 
point? 
C Uh-huh. Yes. Actually, I've been working at it over 
the last week or so because I put on a couple of pounds 
back on. So most of this week all I've eaten is 
salads. Trying to maintain it and give myself the room 
so that when I feel like splurging, I don't have to 
worry about it. 
T So would you say you've lost a few pounds? 
C This week? Yes, I've probably lost a couple of pounds. 
T I think that's a good mode to be in when you're 
starting the non-smoking process because you've got to 
keep that going and you've got some momentum built up. 
C Yes. 
(34. Reasons to stop smoking, perspectives 
(a) cognitive rehearsal, (b) positive reinforcers, and 
(c) positive reframing.) 
T Let me ask you a little more about why you want to stop 
smoking at this point. Can you give me some reasons or 
some expectations that you're going to have for when 
you're not smoking, how you're going to feel that's 
different from as a smoker, that you're looking forward 
to some positives for you? 
C Some positives. Well, I don't know what else to say. 
It doesn't taste good, it really doesn't. And I know 
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that some of the congestion that I feel right now will 
clear. I just know that. And what concerns me is, my 
high blood pressure is a damn good reason not to smoke. 
T Okay. That certainly contributes to problems. I was 
looking for a positive way of framing what's going to 
be happening with you in the future as a non-smoker. 
You're going to be able to taste things better, and 
you're not going to have to tolerate the unpleasant 
taste of smoke. You should be able to improve your 
health, breathe easier, and not have that cough in the 
future. You're goning to have it for a transition 
period. 
C Uh-huh. 
(35. Future alternatives to smoking.) 
(36. Water as an alternative.) 
T Okay, the other thing that I think helps people is, 
again, the business of, "What am I going to do if I'm 
not smoking?" Some of that you can directly replace 
with other activities. For example, drinking water. 
If you've got a glass of water or a mug of water on 
your desk, you can sip water all day long and not gain 
any weight. Do you like water? 
C I like water a lot, as a matter of fact, yes. And 
black coffee. I have no problem with black coffee. 
But I drink a lot of water. 
(37. Caffeine use history.) 
T The coffee you drink is caffeine or caffeine free? 
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C It doesn't matter. I'll drink either, either the first 
thing in the morning, I prefer the high octane, but as 
the day goes along, if I want a cup of coffee, I always 
grab the orange pot. They brew both at work. I always 
grab the decaf as the day goes on so that I don't drink 
a lot of caffeine. I probably drink six or eight cups 
of coffee a day, but probably only two of them are 
caffeinated. 
(38. Caffeine elimination to reduce physiological and 
psychological association to the cigarette and nicotine 
addiction.) 
T Usually what I suggest to people when they are going 
through the transition of non-smoking is that they 
eliminate caffeine. The reason for that is that you 
get a boost from the caffeine and the body is used to 
getting the nicotine to follow that, to keep your 
balance. 
C Okay. That makes sense. 
T So, if you take out the high-octane boost, then you 
don't need the cigarettes to settle yourself down. 
Your pulling out that computer chip of information. 
You get the high octane, you get the cigarette, and 
that's compatible. I think maybe after something like 
a couple of weeks, if you want to reintroduce the 
caffeine, just keep an eye on it in terms of how you 
feel after a cup of caffeinated — 
C Uh-huh. 
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T — and whether that affects your thinking about a 
cigarette. Sometimes the physiological/biological 
trigger in the body says, "Hey, okay, that means 
cigarette." So I think ideally it's your best plan not 
to have caffeine at all. 
C That's not a problem because it all basically tastes 
the same to me? I can't tell the difference. 
T Good. I recommend that. And then down the road when 
you've got the non-smoking accomplished if you want to 
reintroduce it, fine. I know sometimes, myself, I'll 
have usually a soda with caffeine in it, and I'll get a 
boost out of that. Especially if I'm feeling dragged 
out or something, I might do that. But for the most 
part, I try and shy away from it. I think that 
especially during the transition time that's important, 
if that's okay with you? 
C Yes. 
T A lot of people tell me, "Oh, God! Not my coffee!" 
But if it's not a problem, I would definitely recommend 
no caffeine. 
C Okay. 
(39. alternatives to smoking — something to do, 
distraction.) 
T The water on the desk or fruit juice or something else 
as an activity, what do I do between calls? What do I 
do between pieces of paper? If I've got a drink or 
something I can sip on, then that helps in the same way 
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a cigarette would help, as something to do as a kind of 
distraction. Anyway, the other thing that happens with 
a cigarette is, because you are addicted, every now and 
then that little boost feels good. So if you're 
trading that in, you're not going to get that same kind 
of boost, you're going to get something different. 
Something that fills time and space, something that 
acts as a distraction, it gives you a little 
something different to focus on in the midst of all 
this work. 
(40. Slow, steady breathing with the chest.) 
T The other thing that I would like you to use is a slow, 
steady breathing process. And this will help you to 
continue to feel relaxed and comfortable no matter 
what's happening around you. And the slow, steady 
breathing process is simple. It's four seconds 
inhaling with the chest, and then four seconds 
exhaling. What you're doing is a real slow, steady 
breathing process that sets up kind of a rhythm and 
then gradually you release that air back out. And 
especially in the exhale/ you will notice your body 
really relaxing and getting loose. You know, just like 
you were kind of nodding off to sleep. You know that 
exhale, all the way down through the toes. You might 
even feel your toes tingle occasionally. You get that 
sense of, I can really relax myself on the spot when I 
want to do that and when I feel the need. 
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C Okay. 
(41. Breathing to control urges to smoke, to relax, 
and to control feelings of pressure.) 
T So that very often when you feel that you might want a 
cigarette, or you are feeling a certain amount of 
pressure building up around you, you can say, "Hey, 
time out." (Therapist demonstrates deep breathing.) 
And get yourself kind of mellowed out with that breath. 
Usually, three or four of those back down with your 
feet on the ground, you're relaxed, and you're coasting 
again. Okay? 
C Yes. 
(42. Short and long relaxation process.) 
T Anybody in the rush of the day can get kind of boosted 
up and a little tense and a little pressure. And I 
think it serves as a good way of saying, "Okay, I can 
relax myself." The thing in the past is that 
cigarettes kind of fill that space, and it's a part of 
that addiction process. Then there is also something 
to it that says "Hey, I can take a little time out 
here. I can sit back; I can drag my cigarette, and I 
can relax for a few minutes." I think that's something 
that you still need to keep in your head. Giving up 
cigarettes does not mean giving up relaxing. And the 
breathing process is a good way to have that in a 
concrete way that says, "All right, now, I can relax. 
Do this slow, steady breathing process; I exhale; I 
96 
I think, relax. Boy, I feel better after that." 
ideally, if you've got a space that you can close the 
door and do it for five or ten minutes, that's even 
better. I got into a habit of closing the door and 
having the secretary call me in 20 or 30 minutes and 
actually lying on the floor and doing it, to the point 
where I was practically taking a nap. And it really 
kind of relaxed me, pepped me up, got me through the 
rest of the day very nicely, instead of having to go 
from 8:00 in the morning until 5:00 in the afternoon 
without really getting a break. It felt good. So I 
think what I'd like you to do is to do that breathing 
process wherever you are, whenever you want to do it, 
on a short-term, just to get you relaxed and to keep 
you at your best level. If tension and pressure build 
up to a certain point, use that to bring yourself back 
down to your best level. 
C Okay. 
T That makes sense to you? 
C Yes. 
(43. Deep relaxation and mental imaging of positive 
thoughts and association.) 
T Okay. What I want you to do at home and when you have 
more time is a longer process of about 20 minutes, 
which is the kind of thing that we are going to go 
through here. And in that longer process, you want to 
get very deeply relaxed, very comfortable, almost into 
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a meditative state, to a point where even beyond that 
you might fall asleep. And that's okay. 
Basically, the process we're using is inbetween 
being totally awake and being totally asleep. The two 
middle brainwave patterns of alpha and theta, which are 
your kind of meditation states, where you're very 
relaxed, very comfortable, very mellow. And you can 
use any kind of memory association in terms of past 
pleasant situation, future imagined pleasant 
situations. I usually think of something that's warm 
and kind of slow motion. I like to lie on the beach in 
the sunshine. You may notice yourself on boats or in 
the sun, and feeling the gentle motion of the ocean. 
And you can actually feel that right in that chair. So 
it takes a little bit of kind of stepping into that 
thought, but once you get into your breathing ritual 
and relax, that stuff kind of turns on automatically, 
you just kind of let it happen, just sit back and watch 
it. 
Did you ever have that experience like in a lounge 
chair or in your back yard or even on the boat, did you 
close your eyes a little? 
C Oh, yes. 
(44. Visualizing facilitates relaxation experience.) 
T Okay. Some people are very good at visualizing. They 
can close their eyes and they can actually picture the 
boat, picture the ocean, the sky. Can you do that? 
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C Uh-huh. I can do it without closing my eyes. 
(45. Using relaxation, positive thoughts, and 
experiences as reinforcers and satisfiers, and as 
alternatives to cigarette smoking. The intention is to 
fill the mind with positive thoughts and feelings.) 
T Well, that's good. That's good. That kind of process 
is a way of bringing that pleasant experience whereever 
you go. And not only in your head, well, hey, I can be 
on the boat any time I want. Just sit back, do a 
little bit of breathing, close my eyes, and next thing 
I know, I'm there. So it's a kind of nice escape. 
It's also a nice way of saying "Okay, I'm heading on 
the right path that I feel good about, and I can use 
this to reinforce my staying on the right path. I know 
it's Tuesday and I've got to go until Wednesday night 
before I go out on the boat again, but I can make it 
doing a little bit of the process to help me do it." 
You basically are developing a pattern of reinforcement 
in yourself with pleasant thoughts and pleasant 
feelings. 
And the more you can fill up your pleasant 
experience with positives, the less of an issue the 
non-smoking becomes. People who have trouble with 
the non-smoking process are people who think about a 
cigarette all the time. The farther away from your 
mind that thought is, the easier it is to be a 
non-smoker. But it requires filling that mind up with 
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lots of positive thoughts and feelings. That's what 
you're intending to do with this process. Have plenty 
of good feelings? have a really comfortable feeling 
about the direction that you're headed. And 
realistically recognize that it's a transition time and 
it will take a little bit of time to get to a place 
where the non-smoking is not an issue. 
(46. Summary of upcoming relaxation process.) 
T All right. So what we're going to do here is probably 
about a 20-minute session of asking you to relax, doing 
your breathing, getting your body to relax, asking you 
to put yourself in a comfortable scene or situation, 
and then talking you through this transition process, 
talking over some of the options we've talked about. 
And then asking you to practice this process in your 
daily life as a way of reinforcing this positive 
direction that you're headed in. Any questions, 
comments, concerns? 
(47. Client reports he wants a cigarette.) 
C Only that I want a cigarette. 
T Okay. Well, let's talk about that. Are you feeling at 
this point that you might want a cigarette? 
C On the edge. 
(48. Other aids to help client focus away from the 
cigarettes? exercising, recreation, hobbies, and 
distractions.) 
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T Okay. The other thing I say to you is that this 
particular process is not the only solution in terms of 
helping you become a non-smoker. I think exercise and 
recreation are also good options — hobbies, 
distractions. So, I mean, if you sit in the chair and 
say, "All right, I'm relaxed, but all I can think about 
are cigarettes," it's going to be a tough relaxation 
process. 
C Yes, absolutely. 
T If you go out and do something that you enjoy, the 
list, you know, you could kind of make up on your own 
in terms of what you enjoy doing and how you like 
spending your time. You may pick things that you are 
already doing or you may add in some things that you 
have done in the past that you would like to do more of 
as a non-smoker. 
I have a stationary bike at home. Most of the 
time it sits there. But I've kind of recommitted 
myself to riding it on a daily basis. And I find that 
after I get off, I feel more energy and I feel better 
than if I had sat on the couch and watched TV. But you 
kind of have to remind yourself of that piece of 
information because it doesn't pop up at you when 
you're sitting on the couch. 
C Yeah, that's right. That's a fact. 
T I don't remember that when I'm sitting on the couch. 
But after I've been on the bike and I feel better, I 
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say, "Oh, yeahi Now I remember this." And it does 
feel better. What kinds of physical activity, Tom, do 
you do for recreational exercise? 
C No, not really. 
T Okay. Do you do any exercise in terms of calesthenics 
or anything like that? Have you in the past? 
C No, not really. 
T Exercising is not part of the routine? 
C Not part of the routine at all. I did try running for 
a while. I don't know, a few years ago. Oh, that 
lasted about eight times around the block. No other 
than — I mean, at work I am up and around a lot, and I 
get quite a bit of time on my feet moving around, not 
just stuck in the chair. And boating, that's about it. 
T There's not a cardiovascular exercise in there? 
C No. 
T Let me back up in your past. Has there been a 
cardiovascular exercise that you've enjoyed? 
C That I've enjoyed? I didn't like the running. Running 
was definitely out. A long time ago cycling — I like 
to ride a bike, that kind of stuff. I haven't done it 
in years. 
T Your priority seems to be around going out on the boat. 
C Oh, yeah. Definitely. 
T When you have free time, you're not apt to be riding 
around the block on a bicycle? 
C I'm outta here. 
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T All right. That's pretty much going to be the case. I 
don't see you changing that game plan. 
C No. 
T What about something at home while you're watching TV 
or something that you might be able to fit in there? I 
can't picture you putting an exercise bike in the 
living room and watching TV, but is that conceivable? 
C It's probably not as unconceivable as you may think. I 
mean, I wouldn't mind the exercise. It's just, it's 
never been a real priority. But I certainly wouldn't 
mind doing it. In fact, I talked about doing it a few 
months ago. I think Linda's mother has a bike stored 
away somewhere. 
T Oh, yeah. Maybe you ought to try. The thing is that 
if you spend "X” amount of hours watching TV, there is 
a tendency to say, "Well, I'm watching TV; what else 
can I do?" It only takes so much of your mind power 
and so much of your physical energy, so you tend to 
either drink as options in that situation, or smoke in 
that situation. How do you kill the rest of the time 
and the energy? Exercising is one option, but is 
healthy for you. When I found if you crank up the 
volume on the TV and you start pedaling the bike, you 
don't miss anything but you feel like you're getting 
something out of it and it's constructive. And it 
deals with that feeling of restlessness that might come 
up around the non-smoking process, without going to the 
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refrigerator and compensating in that way. I do think 
you need some kind of solution for that because that's 
an issue with everybody. 
So the stationary bike while you're watching TV is 
one option, and may work well for you in terms of your 
lifestyle and the way you want to spend your leisure 
time is on the boat. If that doesn't require anything 
that is cardiovascular, you may not be giving the 
amount of exercise that your body could use. You enjoy 
it, but physically your body may be able to use 
something more — requires more of a physical exertion. 
The bike riding may be a good option. Maybe you could 
store it in your dining room and cart it into your 
living room when you want to use it, or you could park 
it on the side of the living room. We have ours in 
our dining room, but it faces the TV so we can do both. 
Our dining room has become an all-purpose room. But I 
think the issue of getting something with that energy 
is really going to get — 
C Yeah. 
(49. The individual is an energy system. Non-smoking 
requires readjustment and reinvestment of the energy 
that used to be invested in smoking and smoking-related 
behaviors. These readjustments should be pleasurable, 
positive, and productive.) 
T Okay. You can't not do something with it. It's going 
somewhere. And that's why I think that thinking of the 
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non-smoking process as an adjustment from having your 
energy invested in smoking, and all of a sudden having 
a sort of a vacuum if you take out that smoking. And 
the restlessness comes from, "What the heck am I going 
to do with all that time?" Physically and 
psychologically you've got leftover energy. It needs 
to be channeled into something. So physical activity 
is a good option. Drinking water is a good option. 
Food, if you're careful with what you eat. Fruits and 
vegetables are your best choices in terms of eating 
extra food. Stay away from the sweets and the 
starches as a general rule of thumb. You know the 
things you should be eating and the things you should 
not. Any kind of hobbies or recreation — if you like 
to write or if you like to do little projects, work 
electrical stuff or projects around the house. 
Sometimes instead of sitting there watching the TV 
smoking some cigarettes, maybe get up and do a little 
wallpapering. 
C Do a little wallpapering? 
T I know that's an outstanding project of yours. 
C Yes, that's my favorite thing to do. 
T Certainly when you look on that list of things to do, 
if they're only unpleasant things, you're not going to 
be too eager to do them. 
C I like to build things. 
T You like to build things? 
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C Yes, I like to build models. 
T Like cars or planes? 
C Boats. 
T All right. Well, what if you have a little table where 
your chair is while you're watching TV, you know, kind 
of came over there, the chair while you're sitting 
there comfortably and you're working on your little 
model? 
C That sounds great. I love doing that. 
T Well, you know, I think the thing is, Tom, that if you 
know already that that is something that you like to 
do, by all means, go out and buy it and start working 
on it. Because if you sit there without your cigarette 
with nothing to do, you're gonna be smoking before no 
time goes by. 
C No doubt about it. 
(50. Positive mental frame of reference.) 
T If you've got something to invest in that you're 
excited about, then you'll start to feel, "Hey, this is 
pretty good. I like this. I don't miss those 
cigarettes; I've got something to do, and I feel good 
about it." And you're going to start breathing better; 
you're going to start feeling better, and all that 
stuff is going to go in a positive direction and it's 
going to make a whole lot of sense to you. It's going 
to feel good. You're going to be able to look forward 
enough to say, "That's gonna happen and I'm gonna feel 
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good about it. Therefore, I can get over the immediate 
* I think I want a cigarette' because it's a temporary 
result of being addicted to nicotine." 
You can get along without cigarettes. It's that 
your body is addicted to nicotine. To help you through 
that transition process, you're going to have to look 
down the road to where you want to go. And you'll see 
your target and go after it. Because if you only want 
your cigarette, you're gonna say, "Well, gee, I want 
this cigarette; why shouldn't I have one?" I think a 
lot of times that people get into a feeling of 
self-deprivation. "Gee, I'm not having my cigarettes 
and other people are smoking, why can't I have mine?" 
I think you have to see that you're doing yourself a 
favor. What you really want is to be a non-smoker. 
That's what's gonna feel good. 
(45 MINUTES) 
T ... Not having this immediate cigarette, but being able 
to be down the road and look back and say, "Gee, it's 
been two months since I've smoked, and I feel great 
about that." 
C Yes. 
(51. Cognitions to help coping with other people 
smoking; positive cognitions — delay impulses to 
smoke. Realistic appraisal of pressure to smoke.) 
T The self-satisfaction of being a non-smoker and you see 
other people smoke and say, "Gee, I'm sorry they 
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haven't made it to that point yet, but I feel good 
about having made it. And I want to support myself 
about staying on that right track because it feels good 
and I like the way it looks down the road." So the 
more you can feel positive about that, the less of an 
issue the cigarette is. After a while, that just kind 
of fades away. 
You know, I think in terms of temptations in the 
future, I think that you need to recognize the you may 
be more tempted when you're under stress or under 
pressure or when you have some kind of difficult event. 
That's usually the excuse that people need to go back 
to smoking. And I think that what you have to do with 
that is to delay long enough to fill in the reasons why 
you should continue to be a non-smoker rather than 
impulsively say, "Oh, what the heck, I'll have that 
cigarette." I think that's the way that most people go 
back to smoking. It's pretty impulsive. 
C Yes. Absolutely. 
T Do you remember your experience? 
C Uh-huh. Well, I had probably — it was probably six 
months and I would have over the last six months before 
what I consider I really started smoking again, I would 
have probably two cigarettes a week. But I still felt 
that I had it completely under control. Half the time 
I wasn't even inhaling them. I would just — it was 
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really when Linda brought them into the house. I lost 
it. 
T Well that's another issue, Linda will be in the house 
smoking occassionally. 
C But, you know, what gets me upset, though, because when 
I did quit the last time, she was still smoking when I 
quit. It was three, four weeks before she even 
noticed I did. And when she realized I did, that's 
when she did. 
T She stopped? 
C Yes. 
T That certainly helps if both of you are not smoking. 
C Yes. And it certainly made it easier when she finally 
did, but over the first few weeks of it, she was still 
smoking and I was under control; I had control of it. 
T You could separate what you were doing from what she 
was doing? 
C Yes, yes. I just had to put it out of my head that I 
don't care what she does. She can do her own thing. I 
have to do this for me, that's all. 
T I think that's the attitude that you need to maintain, 
too. You're going to bump into people smoking. 
C Oh, yeah, yeah. I do best, too, when I just don't make 
it an issue at all. People that do, or people that 
don't, I don't care. Everybody has to do what they 
have to do. I have to stop. 
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T It's important to be able to plug in the space to 
remind yourself, if you feel tempted — 
C Uh-huh. 
(52. Use of breathing to avoid temptations to smoke, 
to create positive focus, and to relax.) 
T — and that's where the breathing process comes in, if 
you're in a place where you can do that. You can do it 
with your eyes open, and you can also take yourself off 
to the side and do it with your eyes closed. Or if 
it's comfortable doing it at work, you can close your 
eyes at work. Be careful about doing it when you're 
driving — 
C Yes, with the eyes open, driving. 
T Why don't we go ahead and do a process now. And we'll 
go anywhere from 20 to 30 minutes. I want you to 
really feel as though you can get into it and get 
settled and get comfortable. Just kind of enjoy 
yourself; think of it as a vacation. 
C As a vacation, huh? 
(54. Breathing slow and steady, about 4 seconds on the 
inhale, about 4 seconds on the exhale.) 
(55. Notice positive sensations related to 
physiological change in the body. This will help 
learning in the client's personal relaxation process.) 
(56. Positive mental or visual images. Positive body 
sensations.) 
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T Okay. Why don't you do a little bit of breathing with 
me as we start to get a sense of this, basically slow 
and steady, about four seconds in, about four seconds 
out. Slow, on the exhale think about relaxing. Start 
the next inhale, slow and steady with the chest, 
filling the lungs. And then as you feel comfortably 
full, release the air. What you want to do is to let 
yourself go with that feeling of relaxing and then 
simply following along. 
Notice the relaxation in your body, go with it, 
rather than looking for the parts that are still awake 
or, gee, not much is happening. Look for what is 
happening; look for positive orientation of what you 
are doing and going into that trusting and feeling 
comfortable with. During this process, you may have 
some body sensations in terms of tingling, numbness, 
lightness, steadines, floating, or feeling of 
descending as the most common things that people report 
in having. And its really a function of the change in 
circulation. Heart rate is going to lower; your blood 
pressure is going to lower; your muscles are actually 
going to loosen up and relax from the change in the 
breathing process. Your body burning up oxygen slows 
down. Your whole rate slows down during this process, 
as it does when you're sleeping. Coming down a few 
notches, and putting it in second gear and idling. You 
want to get yourself into that relaxed, comfortable 
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feeling, and use the mental and the visual sensation to 
plug into something that is positive for you — being 
on the beach in the warm sun, feeling comfortable, 
being on the boat. 
And you can change scenes. You're not obligated 
to stick with one scene. I tend not to visualize too 
much? I focus more on my own body sensation — I feel 
warmth on the face, I feel my breathing really slow and 
I really concentrate on that air coming in, and I 
really concentrate on that air coming out slowly. Most 
people have a tendency to inhale and exhale too 
quickly. They have leftover seconds in their counting 
process. But if you were doing it slow and gradual 
enough, you fill up gradually and evenly through that 
whole inhale and, as you feel comfortablly full, you 
start your exhale. And you do that gradually enough so 
that it is a real steady, gradual process. Then when 
you feel that you want to start your next inhale, just 
start. 
So it's kind of like the waves rolling in at the 
ocean. It's a slow steady process; it kind of runs by 
itself. You just kind of notice it. The four is only 
to give you a reference point. You're not expected to 
count. Just have some idea how long you're taking on 
your inhale and how long you're taking on your exhale. 
Sometime with smokers it's a little tough to get four 
seconds. They might do it two or three. Gradually 
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what you're working for is four or even longer. I 
think that sometimes I can do as much as six or eight 
on an inhale. 
C Yeah, that's a good one. 
(57. Breathing slow and steady.) 
(58. Client becomes internally focused, loses track of 
external focus.) 
(59. Reorientation — awakening, coming out of the 
relaxed experience. Focusing on good energy helps 
create a good energy sensation in the body.) 
T All right. But that's a gradual process of a little 
bit of air in slow increments going up, but I also have 
a pretty good lung capacity. So, I think four is a 
good average to work towards but the issue is the 
eveness and the steadiness of it and the opportunity 
for your body to process that air. And using your 
lungs rather than your stomach, your lungs get used to 
that expansion and they get used to being used. Some 
of this requires a bit of practice and exercise with 
the chest muscles when they are not used to doing that. 
Most people end up breathing with their stomach. So it 
does take a little bit of work and practice to get your 
chest into that exercise process. 
But I think especially on the exhale you'll notice 
that relaxation; you'll feel it in your body; and you 
may feel things happening in terms of your eyes wanting 
to close. It's best to start off with your eyes closed 
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because then you are internally focused, and that's 
what we are looking for, rather than the external 
focus. And then go with the positive visual and the 
positive mental, the positive body sensation in terms 
of comfort and relaxation. 
I like to think of a warm bath and just be kind of 
loose and relaxed. And that's really the kind of 
feeling that you are looking for. And if you continue 
on that positive feeling, after a while with practice, 
you'll feel like you've gone to sleep. So if you're 
practicing at home, what I say is, set an alarm clock 
for 30 minutes. Plan on doing the process for about 20 
minutes, and at the end of the process you reorient 
yourself back to an awake state. 
Reorientation is simply a word for coming from a 
relaxed state back to an awake state. Usually what I 
do on a reorientation is go from the toes back up 
through the. body, up through the top of the head, 
asking myself to feel good energy, good satisfaction, 
wiggling my toes, moving my body, getting the blood 
circulating, and waking up. And that whole process 
probably takes about five minutes. Even after I'm 
done, I may feel sleepy. I'm still lying down, I'm 
still relaxed, I may want to take another five minutes 
before I get up. 
It's comparable to waking up in the morning if you 
really get into a deep process. So it may take you a 
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little bit of time to get your bearings again, and get 
back in gear again. But you'll learn that as you go 
along in terms of the practice sessions. How do I feel 
waking up? How much time should I spend doing this? 
Twenty minutes is a good average. If you're in the 
middle of a busy day, you may not want to do more than 
five, because you start to get too relaxed and don't 
have the time to do 20 or 30 to complete the cycle to 
come back around in terms of being awake. If you 
interrupt it sometimes in the middle, you may feel a 
little groggy or a little sleepy. So you want to 
complete the process around so that you feel like 
waking up again, or that you do it short enough so that 
you don't get into it that deeply. But it's basically 
a relaxation process initiated by the breathing and a 
positive frame of mind within which we are going to 
plug in suggestions about the positive benefits of 
being a non-smoker, and heading in that direction. 
Question? Comments? Concerns? 
C No. 
T Okay. I'm going to sit in the chair. You may hear me 
drinking my water or rustling around in the chair„ but 
essentially that's all that is going to happen. I'm 
going to talk you through a process and I would like 
you to just concentrate on enjoying yourself. Okay? 
C Okay. 
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(60. INDUCTION — Focus client's attention on 
breathing, relaxing, the image, muscles being massaged, 
comfort, health, satisfaction, clean, fresh air, 
positive mental and visual pictures, positive body 
sensations, look forward into the future, seeing things 
as you would like them to be, leaving smoke and 
pollution behind, feeling better and better, 
balancing psychological and physical energy and 
channeling energy into positive activities.) 
T I would like to ask you to focus on your breathing and 
relaxing your body to go with that comfortable feeling 
and comfortable sensation. Slowly releasing and 
relaxing. Gradually, comfortably down through the 
body. Noticing relaxation on the exhale. And 
noticing that gradually with each breath you will relax 
further. Become comfortably relaxed. Let your body be 
in a comfortable position, and to make any adjustments 
necessary as you go along. Be as comfortable as 
possible. Relax the body and the mind to allow a 
feeling of vacation, feeling of comfort. 
Focusing on your breathing with your chest slow 
and steady. Filling lungs with comfort and 
satisfaction and gradually, comfortably releasing on 
the exhale. Gently and comfortably down through the 
body. Slowly, comfortably, filling the lungs with 
comfort and satisfaction. Expanding the lungs. 
Comfort and satisfaction, clean fresh air, improving 
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health, improving satisfaction. Gradually and gently 
releasing and relaxing down through the body. 
Massaging all the muscles, loosening and relaxing. 
Comfortably from the top of the head, gradually and 
comfortably loosening and relaxing. Down through the 
body. 
Soothing and massaging all the muscles. Relaxing 
gently and comfortably down through the body. Down 
through the toes. Filling the lungs with comfort and 
satisfaction. And loosening and relaxing down through 
the body. Comfortably allowing the positive mental and 
visual scene. And noticing the comfortable body 
sensations that go with that picture. And gradually 
stepping into that scene and actually having the 
feeling of being there. You remain there enjoying that 
experience; feeling that satisfaction. Comfort and 
satisfaction. 
Massaging from the top of the head. Allowing all 
the muscles to loosen and to relax. Massaging gently 
down through the scalp. Massaging gently down through 
the back of the head. Allowing all the muscles to 
loosen and to relax. Massaging and soothing, loosening 
and relaxing. Spreading through the comfort and 
satisfaction. Gently down through the back of the 
neck. Allowing all the muscles to spread and to 
loosen. Soothing and massaging and loosening and 
relaxing. Noticing the muscles spreading and 
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loosening. Feeling that loosening gently down through 
the body. Continuing comfortably, continuing 
pleasantly. Gradually, comfortably down. 
Breathing slowly and steadily. Filling the lungs 
with clean, fresh air. Increasing comfort and 
increasing satisfaction. Gently and gradually down 
through the body. Relaxing further with each breath. 
Comfortably feeling pleasant massage through the 
forehead. Allowing the muscles to spread and to 
loosen. Feeling a gentle massage through the temples. 
Massaging gently and comfortably. Gradually down 
through your body. Gently and comfortably massaging 
and loosening. Massaging through the eyebrows. 
Soothing and pleasant. Soothing gently down through 
the eyes. Comfortable visual pictures mental images. 
Enjoy and appreciate it. Increasing comfort, 
increasing satisfaction. Gentle motion. Soothing and 
satisfying. Relaxing your entire body. 
Gradually and gently down through the face. 
Noticing a pleasant warmth. Comfortable, soothing and 
satisfying. Relaxing and loosening through the jaw and 
gently down through the chin. Allowing all the muscles 
to be loose and relaxed. Continuing gently down and 
relaxing. Gently down through the body. Filling the 
lungs with clean fresh air. Comfort and satisfaction. 
Enjoy and appreciate. Soothing and satisfying. 
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Relaxing through the mouth and the lips and gently 
down through the tongue. Soothing and pleasant clean 
and fresh. Comfortable, soothing and satisfying. 
Relaxing down through the neck and shoulders. 
Massaging all the muscles. Soothing and pleasant. 
Massaging down slowly. Comfortably spreading feelings 
of comfort and massage. Massaging down through the 
shoulders. Massaging gently down through the back. 
Spreading and loosening. Comfortably massaging from 
the top of your spine gently down through the body. 
Massaging and soothing. Loosening and relaxing. 
Spreading feelings of comfort and satisfaction 
gently through the body. Gently down through the body, 
massaging and soothing gently down through the spine. 
Spreading feelings of comfort and satisfaction gently 
down through the body. Massaging and soothing, 
loosening, and relaxing. Comfortably and pleasantly 
allowing the arms from the shoulders down to be loose 
and relaxed. Massaging and soothing gently down 
through the arms. Gently down through the body. 
Loosening and relaxing down through the forearms. 
Loosening and relaxing down through the wrists and the 
hands. And comfortably down through the fingers. 
Gently down. Soothing comfortably and pleasantly. 
Clean fresh air. Comfort and satisfaction. 
Feeling better and better. Freeing yourself in a 
very positive way. Feeling better. Clean fresh air. 
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Allowing a natural cleansing process through the chest 
and the lungs. Comfortably through the whole body and 
the whole mind. Comfort and satisfaction. Clean fresh 
air coming, filling the lungs with comfort and 
satisfaction. Feeling better and better. Enjoying and 
appreciating. 
Looking forward to the future. Looking forward to 
things being as you would like them to be. Improving 
health. Improving satisfaction. Freeing in a very 
positive way. Comfortably leaving your cough, leaving 
the smoke and pollution behind. Leaving the bad taste 
behind. Simply looking forward into the future. 
Things will taste better. Life will be sweeter. 
Things will be better. Improving health and 
satisfaction. Enjoying and appreciating. Relaxing 
gently down through the body. Comfortably down through 
the stomach. Soothing and massaging all the muscles. 
Loosening and relaxing. Comfortably down through the 
body. Enjoying and appreciating. Feeling better and 
better. Soothing and massaging, loosening and 
relaxing. Spreading feelings of comfort and 
satisfaction gently down through the body. 
Comfortably down though the legs. Massaging and 
soothing. Loosening and relaxing gently down through 
the legs. Gently down through the knees. Soothing and 
massaging gently down through the calves. Breathing 
slowly and steadily, comfortably and pleasantly. 
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Allowing a very comfortable, pleasant feeling. 
Massaging down through the calves. Massaging down 
through the ankles and the feet. Spreading feelings of 
comfort and satisfaction gently down through the toes. 
Comfortable and pleasant. Enjoying and appreciating. 
Looking forward with satisfaction. Comfortably and 
pleasantly. 
Your goals will be accomplished. Gradually and 
comfortably. Taking each day. Yet looking forward 
into the future. Seeing the satisfying result of 
satisfying satifaction. Feeling better and better each 
day. Day after day in every way, things are getting 
better and better. Slowly and steadily filling the 
lungs with clean, fresh air, comfort and satisfaction. 
Things are getting better and better. Comfortably 
overcoming any obstacle, any difficulty. And looking 
forward into the future. Seeing the goal of the 
satisfaction. Knowing that it is a goal worth 
accomplishing and that it will be accomplished. 
Gradually and comfortably. Freeing yourself in a very 
positive way and reinvesting that energy in a more 
satisfying and pleasant way. 
Let me have specific options for using that time 
and energy. Perhaps as indicated, doing the model 
building of boats and ships and yachts. Enjoying that 
feeling of satisfaction. Perhaps channeling some of 
that energy into exercise. Perhaps riding a stationary 
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bike in your home. Fitting that in with your schedule 
of watching TV. Allowing that time to do double duty. 
Accomplish some good things for you. Knowing that will 
help your balance of energy and balance of relaxation. 
Balancing of the psychological and physical. 
Readjusting as you leave smoking behind. Discovering a 
new balance, a new satisfaction. Filled with more 
positive events. More satisfactions. Comfortably 
using water, using beverages, decaffeinated. Offering 
you something to do, something to look forward to. 
Using it as a distraction. Channeling your energy out 
physically. Perhaps allowing a few moments of 
transition time. Perhaps allowing it in the future as 
something to do. 
I don't know all the things that you may be 
interested in, but perhaps there are things that you 
will discover in the future that you're not yet aware 
of. Looking forward with satisfaction, knowing that 
things will be even better and better. Knowing that 
the satisfaction will increase. And be even more 
satisfying. Enjoying and appreciating. Comfortably 
searching out and discovering opportunities for 
satisfaction. And building them in as part of your 
daily life. Using them in a satisfying way. Yet, at 
the same time, hanging on to any spontaneity that 
you're comfortable with. Channeling that in a very 
positive way; in a very satisfying way. 
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Looking forward with satisfaction. Feeling 
better and better. Enjoy and appreciate being better 
and better. In your daily life using a slow, steady 
breathing process to allow time to relax the body and 
the mind. To focus in a very positive way. 
Comfortable sensations, positive thoughts and 
suggestions. 
(61. Reorientation — focus on good energy and 
satisfaction from the toes up through the top of the 
head.) 
T Continuing to head in a very positive direction. 
Feeling very pleased and satisfied. Comfortably and 
pleasantly. Gradually I would ask you to begin to 
complete your internal process. Comfortably to allow a 
pleasant reorientation to the room and to your 
surroundings. Taking your time; taking all the time 
you feel you would like or is necessary. I would like 
you to start with your toes. Gradually ask your toes 
to awake. Ask your feet and your ankles. Gradually up 
to your calves. Up to your knees and your legs. 
Allowing that feeling of energy and that feeling of 
satisfaction up through the legs, comfortably up 
through the body. Up through the fingers and the hands 
and wrists and arms. Up through the back and the 
chest, comfortably up through the head, the feeling of 
energy, the feeling of satisfaction. Gradually 
awakening, comfortably satisfying. Up through the 
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body, up through the head. Take your time and enjoy 
it. 
How do you feel? 
(62. Subject reorients and reports on experience.) 
C Good. Very good. So relaxed. 
T Like you were able to get into a little? 
C Yes. At first I think I was almost trying to 
concentrate too hard, breathing in a way that wasn't 
quite comfortable. And then I just kind of let that 
slide. 
T You got into an internal experience? Visuals. 
C Yes, sailing along. 
T And did you feel like you had gone to sleep, or what 
sensation did you have? 
C Not really quite asleep, but kind of — 
T Close? 
C Close. 
T Well, that's about the sensation you're looking for. 
Down to a good space. 
C I could have fell asleep. No doubt about it. But I 
wasn't quite that unconsious. 
(63. Regulating depth of the experience and possibly 
going to sleep.) 
T I think the thing is, when you're doing it at home, you 
can kind of regulate that yourself. You may feel you 
want to go beyond into a sleep state or you may want to 
hang on to that a bit. Depending on your schedule, 
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where you are, how much time you have, that kind of 
thing. But with practice, you can kind of decide 
whether you should go on. Whether you can let go so 
much that you should let whatever happens happen. 
Either you fall asleep or you don't. It doesn't really 
matter. 
C Right. 
(64. Let it happen automatically.) 
T The idea is to be that loose about it that it's 
automatic. If your body wants sleep, it gets it. If 
it doesn't, it doesn't take it. Let it happen 
automatically. That's great. 
C That was good. 
(65. Instruction to practice relaxation process 
daily.) 
T Tom, what I'd like you to do is to try and practice 
that once a day. If time doesn't come up before 
bedtime, do it at bedtime. It's also a good idea in 
terms of going to sleep that way — if you start off 
with your whole body completely relaxed rather than 
bringing some of the daily tension into your sleep. 
C Right. 
T So you get yourself all nice and relaxed, and then you 
go to sleep. So it's a good way — some people kind of 
automatically do that anyway. Other people put their 
head on the pillow and they're gone. The body really 
hasn't had a chance to go through the unwinding 
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process. Some people have a lot of trouble falling 
asleep. So, there are all variations. 
C Right. 
T But I think the breathing process and the relaxation 
and the starting with a very positive mental picture 
allows that sleep to be more restful, soothing and 
satisfying. You tend to wake up in the morning feeling 
better. You could even directly suggest that to 
yourself in the beginning of the process. When you 
awake in the morning feeling refreshed and satisfied. 
C Right. Yeah. 
(66. Auto-suggestion.) 
T If you're going to do any direct talking to yourself, 
do it in the first five minutes. Once you start into a 
deeper relaxation, you don't want to have to the think 
to the point of, "What am I supposed to say to myself?" 
C Okay. 
(67. Leaving the conscious mind behind.) 
T In the first five, you have enough consiousness with 
you that you can have a little conversation with 
yourself. Plug in as many positives as you want at 
that point. Keep them positive, though. Beyond that 
first five minutes, just let it happen. Sit back and 
watch and feel it. Rather than have to think about it. 
You're going to leave the conscious mind behind. Put 
it on the dresser; put it on the shelf. Just go with 
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it. Did you actually have the sensation of sailing 
along? 
C Yeah. 
T You could picture that or feel that? 
C Yeah. I could even see a couple of things I 
recognized. Dutch Island. I must like it down there. 
That's our favorite spot. 
T Well, you do do an awful lot of sailing so that's no 
wonder those visual pictures come to you. But it's 
nice to know that you can bring that with you and turn 
it on whenever you want. You know, it takes a certain 
amount of time and the right atmosphere and a bit of 
concentration. 
C Actually, most of visual images were more towards the 
beginning. As I got deeper, they faded away. 
T The visuals faded away after a while? 
C Yes. 
(68. Self-awareness during the relaxation experience. 
Client should notice personal signposts during the 
relaxation experience so he can utilize them as markers 
in future relaxation experiences.) 
T Okay. It may have been kind of a deepening and more 
towards the sleep process. Well, that's good. Being 
able to know yourself, what are the signposts as I'm 
going along? Traditionally you notice the visual kind 
of phase, and it spreads and disappears after a while. 
You know that you're in a deeper state and you may be 
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falling asleep at that point. I know that I've noticed 
that when I'm just about to fall asleep, I'll notice a 
kind of splash of colors that kind of comes towards my 
eye. I'll know within ten seconds I'm going to be 
asleep. 
C That would be great. 
(69. Scheduling next appointment.) 
T So, it's a very nice sensation when you get there and 
say, "All right, I know that it's going to happen, go 
with it." So, what I usually like people to do is to 
come back within a week to reinforce the positives of 
being a non-smoker and to repeat the process, and to 
see how they are doing with their practicing. Is next 
Saturday an option for you? 
C Next Saturday? 
T Would you prefer to come during the week? 
C Next Saturday would not be bad, but it would have to be 
early and I don't know if you like to do early. 
T Well we might, we can meet — 
(70. Next session.) 
(71. Client not smoking — reports on success.) 
T So, I know you're not smoking because I saw you the 
other day. 
C Yeah. That's a fact. 
T That's a fact. How are you doing? 
C All right. I have my moments. 
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T Can you tell me about after you left how your first 
couple days went? 
(72. Using slow deep breathing to cope with 
temptations to smoke.) 
C Good. I don't know, like I say, I have my moments, but 
obviously not to the point where it's overcome me. I 
find that I utilize more than anything everything now 
and then just sitting back, just taking a few deep 
breaths, and just taking 30 seconds and just thinking 
about why I'm not going to smoke. And that does it. 
(73. Cognitions to protect abstinence — focus on 
health.) 
T Okay. What kinds of things do you think of when you're 
thinking about why? 
C Mostly, I know how bad it is for me health wise, 
especially with my blood pressure. I know that that's 
the main reason. That's why I have to do this. 
(74. Committed to being a non-smoker.) 
T Do you feel committed and comfortable with that 
commitment? Being a non-smoker? 
C Yes / 
(75. Noticing improved physical condition — less 
congestion.) 
T How are you doing with your cough? 
C It's amazing how good it's gotten in such a short time. 
Coughing a lot; getting things up. Like I have amazing 
power and how clear I feel that — just the difference 
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today in such a short time, how I can sit there and 
take a deep breath, how easy it is in comparison to 
what it was like Saturday. When I was trying to 
concentrate. 
T That was only five days ago. So you can take deep 
breath now and it feels comfortable? 
C It feels great. 
T If I remember right, you mentioned something else other 
than the coughing that was pushing you to stop. 
C Yes, the taste. It's just the habit I enjoyed. 
(76. Alternative behaviors since not smoking. Client 
reports he is drinking water. Caffeine has not been 
reduced, but client reports this is not a problem for 
him. Practicing of the longer relaxation process is 
only done sometimes at bedtime. Client finds slow, 
steady, deep breathing and brief relaxation during the 
day as the most helpful.) 
T So what kinds of other things do you find yourself 
doing now instead of the smoking? 
C I don't know. I've done a little work around the 
house. I don't know whether that would have happened 
or not. I just keep myself busy, it could be anything. 
At work, when I might stop to have a cigarette, I 
don't. I just keep going. I know that if I do need to 
take a break, I will, but I just have a cup of coffee 
or whatever. I just push it out of my head. 
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T Do you find that you're drinking more water or coffee 
or stuff like that? 
C A little more, yeah, water. Although, I've always been 
one who likes to drink water regularly. 
T And did you cut out caffeine? 
C If there's an orange pot, you know, that decaf pot, 
I'll drink from that one. If not, whatever's there, 
but if there is a pot of decaf made, I will use that 
one. 
T Do you notice anything when you have caffeine? 
C No. Not really. 
T You don't have it that often? 
C No. I don't think I do. I don't really drink that 
much coffee. I drink — it depends — two or three 
cups of coffee. I might have had two cups of coffee 
today. Maybe one. If it was two, at least one of them 
was decaffeinated. Not really a real heavy coffee 
drinker. When I notice myself, on a day when I am 
drinking it, I'm more careful about which one I take 
and not to take the caffeinated one. 
T Do you find that you are practicing your relaxation 
process? 
C Some. Not every day. More often it ends up being when 
I get in bed at night rather than — I haven't had good 
luck in just setting my time aside. Maybe I'm just not 
that kind of person that can do that. A few times that 
I have attempted it, I've found myself interrupted in 
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one way or another. It's much better at night when I 
just fall in bed and just shake it all down. 
T All right. So do you find yourself going to sleep from 
that process? 
C Yes. 
T You get into it and you go beyond that into sleep? 
C Yes. 
T Do you find that you're sleeping better? 
C I'm sleeping well. I think I've always slept well, but 
no doubt about it, the last few mornings at 6:00 I woke 
up and I was ready to get up. But because one morning 
I did and the other morning there was no particular 
reason to so, I didn't, but I was ready to get up. 
T When you're going to bed, do you suggest to yourself 
that you wake up in the morning feeling refreshed or 
feeling awake? Or not specifically? 
C Not specifically. 
T Tom, is there anything that you can think of on your 
own that you might want to report? 
C Nothing I can think of. Every now and then it's hard, 
but I'm committed to do this. That's all. The 
stopping and taking a few deep breaths here and there, 
I find that that really does a lot for me. 
T The deep breaths and reminding yourself why you want to 
stop? 
C Yes. 
(90 MINUTES) 
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T Well, what I suggest at this point is that we go ahead 
and do another process. And it sounds like after that, 
you*re comfortable being on your own. 
C Why don't we say, "We'll see." 
T We'll see, okay. 
C I feel pretty comfortable about it right now, but if 
that were to change, I would obviously be looking for 
some support. 
T Okay. Well, sure. That would be available. 
C I feel pretty comfortable with it right now. I feel 
like I know that tommorrow it will be a week and I get 
very quickly to the point where I feel like I've gone 
too far this way to go that way. It doesn't take me 
very long to make that a very dominant reason to 
continue in this direction. Because I hate starting 
over. At this point I feel pretty comfortable just 
with the short time it's been that I've already — it's 
too much of an investment not to keep going. 
T Okay. I think that's a good attitude to have. It is 
tough to start over and there's no point in going 
through that. 
C Yes. 
T Well, I think the thing is, too, Tom, that the deep 
breaths and the reminding yourself of why are things 
that you can always plug back in. You can look at the 
tape and see yourself before you stop. And you can 
say, "Well, that's the shape I was in, that's the 
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attitude that I had at the time. Now that I'm down 
the road a ways and I'm a non-smoker, I wouldn't want 
to go back and go through that all over again." That 
will be a little something extra you can do for 
yourself if you're wavering at any point. So I think 
that's it. 
I think, too, the breaths and the relaxation are 
something that you can really plug and make part of 
your day. If you need it at lunchtime, do a longer 
process. If you need it when you get home from work, 
do a little bit before you — kind of unwind when you 
get home. Take a few minutes and then start to do what 
you do at home. Don't just throw the stuff down and 
start working on a project without giving yourself a 
chance to relax and unwind a bit. I think the 
relaxation is something that to some extent people get 
from cigarettes, at least the time or the 
circumstances. And you want to still have that option 
available in the present and in the future to just 
relax and be comfortable. Not that you have to keep 
moving all the time since cigarette doesn't catch you. 
Okay? 
C Great. Okay. 
T Okay. But that you can put your feet up and enjoy 
yourself and sit there and do nothing for a few minutes 
and that's fine. Plug in positive thoughts and kind 
of fill up — refueling. 
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Anything else before we go ahead and do a process? 
Basically, we're going to do about a 20-minute process, 
and I want you again to focus on the relaxation and 
comfort. Having done it before, you have a sense of 
what we're going to go through. You may find that you 
get there a little quicker, a little easier, a little 
more comfortable, maybe even have a deeper experience 
because you have more knowledge. Just go with it, 
okay? 
C Okay. Sounds good. 
(77. Second induction and reorientation omitted to 
save time. It is present on the videotape. Post 
hypnosis conversation follows.) 
(78. Client report after hypnosis — perceptual 
feeling of being melted into the chair, visualization 
of country scene, body sensations of tingling in 
fingers.) 
T How are you doing? 
C Good. 
T Can you tell me about your experience? 
C I don't know. It feels like I'm somewhere else. It's 
weird. Sometimes I feel like I'm just melted right in 
the chair, and other times I feel much more aware, but 
not in charge anyway. 
T You're aware, but not necessarily responsive or willing 
to — 
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C — or willing to. And other times I just feel like I 
was just, as I say, melted to the chair. 
T Are you visually picturing things? 
C Yes. Sometimes. Like a farm scene or something. Just 
country. I don't know why I say farm or country. I 
guess — 
T You were just enjoying it. Were you riding along, or 
walking? 
C Yes, kind of walking along and that was that. Walking 
through the country. Countryside. Farm country kind 
of vision. Very mellow. 
T Mellow? 
C Yes. 
T That's good. That's good. It's a different kind of 
experience than you had the last time you were here? 
C Yes. Yes. Not completely, but — 
T Variety? 
C Yes. More — I think more really lost in it. 
T Okay. Able to step into that scene; more of that 
feeling a little more? 
C Yes. 
T I think that's a function of the practice. You were 
more comfortable with — it's more comfortable to go 
with — 
C Yes. That's true. 
T The first time you were kind of holding back a little 
bit; I think everybody does. Relaxing, but I'm doing 
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this with one eye open. After you feel a little more 
comfortable with it and trust it, you can kind of step 
into it with both feet. 
C Yes. Like I say, at times I was just —I melted away. 
T Uh-huh. 
C Outside I could feel a little tingle in my fingertips, 
like the only sensation that I had, you know? 
(79. Discussion about scheduling future sessions.) 
T Uh-huh. Well, that's interesting. So you want to 
leave it open as far as scheduling? 
C Kind of leave it a little bit open right now, and let's 
see how I do through the weekend. 
T Okay. I'm certainly willing to schedule to see you 
next week, or if you just want to call me whenever you 
feel you want to do that, and I'll try to get you in 
within a few days. 
C Okay. 
T Usually, I'm here on Wednesday and Thursday, but the 
more advanced notice, the more I could guarantee that. 
C Okay. Understandable. 
***** 
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APPENDIX D 
COMPARISON OF RELAXATION HYPNOSIS AND 
SPIEGEL'S METHOD 
Relaxed Hypnosis 
A relaxed state created by 
attention to relaxation 
techniques. Slow, steady 
breathing with the chest, 
relaxing muscles, slowing 
respirations, slowing metab¬ 
olism. Using this relaxed 
state to introduce positive 
mental images or visual 
pictures of the future ori¬ 
ented positive result that 
the client is seeking. 
Adopting these images, ideas 
and feelings as preferable 
to those previously held. 
Trance ratification is indi¬ 
rect. It is a byproduct of 
the sensory and experiential 
event that the subject is 
undergoing. 
Spiegel1s Method 
Spiegel describes hypnosis 
as an ancillary technique to 
psychotherapy, used to in¬ 
crease patient attention, 
concentration and focus. 
Spiegel states that any 
technique that would do this 
would be as good. However, 
he does refer to hypnosis as 
a state of meditation and, 
at other times, as a trance. 
Spiegel uses eye roll, eye 
strain, eyes closing, 
breathing deeply, relaxing, 
images of floating, and hand 
levitation to initiate hyp¬ 
nosis and to test the sub¬ 
ject's hypnotizability. I 
would say Spiegel uses hand 
levitation as a trance rati¬ 
fication technique but he 
does not talk about it in 
these terms. 
(continued on next page) 
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Physiological and Subjective Sensations 
Relaxation Hypnosis 
In response to relaxed 
breathing and calm mental 
focus, the heart rate will 
slow, blood pressure will 
lower, rate of oxygen con¬ 
sumption will decrease, rate 
of oxygen intake will de¬ 
crease, muscles will relax, 
brain wave patterns will 
shift to more relaxed, less 
conscious patterns of alpha 
and theta as the client 
becomes more deeply relaxed. 
These physiologic changes 
will not be measured in this 
study but are present based 
on the literature review of 
Edmonston (1981). 
Subjective sensations that 
are possible are warmth or 
cold, floating or descend¬ 
ing, numbness or tingling, 
feelings of motion, visual 
images or colors. These 
sensations will occur auto¬ 
matically as a result of the 
shift in the physiology and 
do not need to be suggested 
directly by the hypnotist. 
These experiences should be 
utilized to deepen the re¬ 
laxation and increase the 
internal focus and concen¬ 
tration. These are the sen¬ 
sations present in subjects 
I have worked with over the 
last 10 years. 
Spiegel's Method 
Spiegel says physiological 
indicators of hypnosis do 
exist. He refers to concen¬ 
tration, relaxation, a 
floating sensation, aware¬ 
ness of hand levitation, and 
sensations around the eye 
closure. Spiegel does refer 
to it as a relaxed trance 
state. He also refers to it 
as a meditative state. Ad¬ 
ministration of Hypnotic 
Induction Profile is a fur¬ 
ther indication of how 
Spiegel views the hypnotic 
experience. 
(continued on next page) 
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Relaxation Hypnosis 
Clinical setting. 
Prior Use 
Spiegel's Method 
Clinical setting. Spiegel's 
previous research has been 
conducted in the clinical 
setting. 
Length of Session in Prior Clinical Use 
Relaxation Hypnosis Spiegel1s Method 
Interview and hypnosis, 45-minute treatment session. 
lh hours. 
Length of Sessions in This Study Will Be Egualized 
Relaxation Hypnosis 
Interview and hypnosis, 
1 hour. 
Spiegel's Method 
Interview and hypnosis, 
1 hour. A-O-D Personality 
Inventory and Hypnotic In¬ 
duction Profile. 
Prior Follow-Up 
Relaxation Hypnosis Spiegel's Method 
No formal follow-up. 6-month follow-up. 
Follow-Up Periods for This Study 
Relaxation Hypnosis Spiegel's Method 
1-week short-term success, 1-week, 1-month, 3-months, 
1-month, 3-months, 6-months 6-months 
NOTE: Rationale for Follow-Up Periods in This Study 
The majority of relapse happens in the first 17 days 
post-treatment (Marlatt & Gordon, 1990; Marlatt, Curry 
& Gordon, 1988) and within the first 4 months (Hunt, 
Barnett & Branch, 1971). Proportional relapse between 
4 months and 6 months is not significant. 
(continued on next page) 
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Emphasis 
Relaxation Hypnosis 
On the relaxed state, on 
imagining, on new ways of 
thinking about self and 
smoking habit. 
Spiegel's Method 
Attention, concentration, 
and focus. Three affirma¬ 
tions to change the way 
client thinks about self and 
cigarette smoking. Smoking 
is bad for the body. It is 
slow suicide. 
Goal 
Relaxation Hypnosis 
New identity, new coping 
strategies. Emphasis on self 
as a non-smoker. Positive 
satisfaction. 
Spiegel's Method 
Control of habit or urge. 
Using affirmations to re¬ 
structure thinking. 
Self-Hypnosis 
Relaxation Hypnosis 
Advocates use of multiple 
daily self-hypnosis 
sessions. Long interval, 
20-30 minutes and short 
interval 1 breath to a peri¬ 
od of 5 minutes using self¬ 
hypnosis as a coping strate¬ 
gy for dealing with urges to 
smoke. Using self-hypnosis 
as a general coping strate¬ 
gy, not just for dealing 
with smoking urges but for 
all purposes of coping with 
stress, relaxing, or accom¬ 
plishing changes in thought 
or behavior. 
Spiegel's Method 
Advocates use of self-hypno¬ 
sis in short intervals, 1 
minute to 15-20 seconds, to 
stave off urges and rein¬ 
force affirmations, ulti¬ 
mately leading to an extinc¬ 
tion of the smoking urge and 
behavior. Using self-hypno¬ 
sis as a coping strategy for 
dealing with urges to smoke. 
Positive Focus and Positive Investment 
Relaxation Hypnosis 
Valuing the identity of the 
non-smoker. Valuing new 
behaviors which will be used 
and enjoyed instead of smok¬ 
ing. 
Spiegel's Method 
Being "for" protecting and 
respecting the body. 
(continued on next page) 
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Induction 
Relaxation Hypnosis 
Heavy emphasis on relaxed 
breathing, muscle relaxa¬ 
tion, visualizing, imagin¬ 
ing, trance deepening, fo¬ 
cusing on body and sensa¬ 
tions. No direct sugges¬ 
tions. No eye roll upward or 
eye strain. Closing eyes 
suggested if the eyes remain 
open but it is not required. 
No physical contact from 
hypnotist. (Spiegel's eye 
roll sign test will be ad¬ 
ministered in this study so 
there will be a measure 
which is directly compared 
in both hypnosis groups.) 
Spiegel's Method 
Emphasis on eye roll upward, 
eye strain, closing the 
eyes, breathing deeply, hand 
levitation, as a test of 
hypnotizability. Spiegel 
does not believe in formal 
trance induction. He 
believes the subject goes 
into a hypnosis state on 
their own. Spiegel sees 
hypnosis as an ability a 
subject possesses, not a 
technique performed by the 
hypnotist. The hypnotist 
physically touches the cli¬ 
ent in order to create hand 
sensation contributing to¬ 
ward levitation. Direct 
suggestions are used. 
Suggestions 
Relaxation Hypnosis 
Standardized suggestions and 
individualized suggestions. 
Suggestions are positive and 
future oriented in nature. 
Relaxation, muscle relax¬ 
ation, and suggestions about 
feeling relaxed in the mind 
and the body. 
Spiegel's Method 
Suggestions are standardized 
in nature. No individualiza¬ 
tion of suggestions. The 
tone of the suggestions is 
generally neutral with some 
positive emphasis. The ori¬ 
entation is present orient¬ 
ed, against smoking and for 
the body and health. 
Interview 
Relaxation Hypnosis 
Prior to hypnosis, smoking 
history is gathered. Smoking 
history is used to develop 
rapport and individual tai¬ 
loring of suggestions. 
Spiegel's Method 
Smoking history is gathered. 
Smoking history used to 
build rapport but not incor¬ 
porated into individualized 
suggestion. Rapport is not 
heavily emphasized. The 
professional is giving in¬ 
formation to a receptive 
subject. 
(continued on next page) 
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Tests for Hvpnotizabilitv in This Study 
Relaxation Hypnosis 
Normally, none given. For 
this study, Spiegel's eye 
roll sign test will be given 
so hypnosis subjects from 
both groups could be direct¬ 
ly compared without inter¬ 
fering with other treatment 
considerations. 
Prior to Treatment 
Tellegen Absorption Scale. 
Purina Treatment 
None. 
Soiegel1s Method 
Hypnotic Induction Profile. 
Spiegel reports that he 
tests the subject for 
his/her ability to concen¬ 
trate in an attentive man¬ 
ner. 
Prior to Treatment 
Tellegen Absorption Scale. 
During Treatment 
The Hypnotic Induction Pro¬ 
file. 
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APPENDIX E 
CONTENT 
Scale 
1. Well-Being 
2. Social 
Potency 
3. Achievement 
SUMMARIES OF ELEVEN PRIMARY MPQ SCALES 
Self-Descriptions Self-Descriptions 
of High Scorers of Low Scorers 
Has a happy, cheer¬ 
ful disposition; 
feels good about 
self; sees a bright 
future ahead; lives 
an exciting, active 
life. 
Is forceful and 
decisive; is per¬ 
suasive and likes 
to influence 
others; enjoys or 
would enjoy leader¬ 
ship roles; takes 
charge of and likes 
to be noticed at 
social events. 
Works hard; likes 
long hours; enjoys 
demanding projects; 
persists where 
others give up; 
puts work and 
accomplishment 
before many other 
things; is a 
perfectionist. 
Reports few 
experiences of joy 
and excitement; is 
seldom really 
happy. 
Prefers others to 
take charge and 
make decisions; 
does not like to 
persuade others; 
does not aspire to 
leadership; does 
not enjoy being the 
center of atten¬ 
tion. 
Does not like to 
work harder than is 
strictly necessary; 
avoids very demand¬ 
ing projects; sees 
no point in per¬ 
sisting when suc¬ 
cess is unlikely; 
is not terribly 
ambitious or a 
perfectionist. 
(continued) 
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Scale 
Self-Descriptions 
of High Scorers 
Self-Descriptions 
of Low Scorers 
4. Social 
Closeness 
5. Stress 
Reaction 
6. Alienation 
7. Aggression 
Is sociable, likes 
people; takes 
pleasure in and 
values close inter¬ 
personal ties? is 
warm and affection¬ 
ate ; turns to 
others for comfort 
and help. 
Is nervous, feels 
vulnerable and is 
sensitive; is prone 
to worry? is easily 
upset and irrit¬ 
able; has changing 
moods? can feel 
miserable without 
reason? is troubled 
by guilt feelings. 
Is a victim of bad 
luck? feels mis¬ 
treated; is a 
target of false 
rumors? believes 
that others with 
him/her harm? feels 
betrayed and used 
by "friends." 
Will hurt others 
for own advantage? 
is physically 
aggressive? is 
vindictive? likes 
to frighten and 
discomfort others; 
likes violent 
scenes. 
Likes being alone; 
does not mind 
pulling up roots? 
is aloof and 
distant? prefers to 
work problems out 
on his/her own. 
Can put fears and 
worries out of 
his/her mind; 
quickly gets over 
upsetting experi¬ 
ences; is not 
troubled by emo¬ 
tional turmoil or 
guilt feelings. 
Does not see self 
as victim; feels 
treated fairly; 
does not feel taken 
advantage of. 
Will not take ad¬ 
vantage of others? 
is not violent; 
would rather turn 
the other cheek 
than seek revenge; 
does not enjoy 
others' misfor¬ 
tunes ? does not 
like to witness 
physical aggres¬ 
sion. 
(continued) 
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Scale 
Self-Descriptions 
of High Scorers 
Self-Descriptions 
of Low Scorers 
8. Control Is reflective; is 
cautious, careful, 
plodding; is 
rational and 
sensible; likes to 
anticipate events; 
likes to plan 
his/her activities. 
9. Harm Does not enjoy the 
Avoidance excitement of ad¬ 
venture and danger; 
prefers safer 
activities even if 
they are tedious or 
aggravating. 
10. Tradition- Endorses high moral 
alism standards; supports 
religious values 
and institutions; 
condemns selfish 
disregard of 
others; deplores 
permissiveness; 
endorses strict 
child rearing 
practices; values 
propriety and a 
good reputation. 
Is impulsive and 
spontaneous; can be 
reckless and care¬ 
less; prefers to 
"play things by 
ear." 
Goes for risky 
stunts and adven¬ 
tures; may enjoy 
the excitement of a 
dangerous emergency 
or disaster; might 
expose self to 
possible attack or 
injury. 
Does not belabor 
the importance of 
high morals; con¬ 
siders traditional 
religion outdated; 
questions estab¬ 
lished authority; 
sees merit in 
selfishness; values 
rebelliousness and 
freedom of expres¬ 
sion; does not 
believe in punitive 
discipline; is not 
very prudish. 
(continued) 
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Scale 
Self-Descriptions Self-Descriptions 
of High Scorers of Low Scorers 
11. Absorption Is emotionally 
responsive to 
engaging sights and 
sounds? is readily 
captured by 
entrancing stimuli; 
thinks in images 
and has synaesthe- 
tic and other 
"crossmodal" 
experiences ? can 
summon and become 
absorbed in vivid 
and compelling 
recollections and 
imaginings; experi¬ 
ences episodes of 
expanded (extra¬ 
sensory, mystical) 
awareness and other 
altered states. 
Is not easily 
caught up in 
sensory and imagin¬ 
ative experiences; 
does not readily 
relinquish a 
realistic frame of 
reference. 
Note; Each scale description is based on a confirmed- 
perspective cluster analysis of a co-occurrence matrix 
derived from item-content sortings by 9 to 12 judges; see 
Tellegen (1981). 
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APPENDIX F 
MPQ HIGHER-ORDER FACTORS 
Factor analysis of the 11 primary factor scales clearly 
indicate three higher-order dimensions. Illustrative 
results are shown in Table 4. Factor One is called Positive 
Affectivitv. and is primarily associated with Well-Being, 
Social Potency and Achievement. The second dimension, 
Negative Affectivitv. is most distinctively related to 
Stress Reaction, Alienation and Aggression. The third major 
dimension is primarily linked to Control, Harm Avoidance and 
Traditionalism, and has been labeled Constraint. Scores on 
these three dimensions are obtained in the form of 
regression estimates combining primary scale scores. 
Positive Affectivity involves a group of personality 
traits reflecting, at the high end, behavioral and 
temperamental characteristics conducive to joy, excitement, 
vigor, and generally to states of positive engagement. In 
contrast, low Positive Affectivity is associated with 
tendencies to experience joylessness, fatigue, and loss of 
interest reflecting non-pleasurable and possibly depressive 
disengagement. 
A similar relationship holds between the MPQ Negative 
Affectivity and negative affective states. Its high end 
tends to be associated with anxiety, anger, and related 
states of negative engagement, while the low end represents 
a more phlegmatic temperament disposing to calm, relaxation, 
and other non-unpleasurable states of disengagement. 
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From the MPQ findings, the first two broad factors — 
Positive and Negative Affectivity — emerge as complementary 
temperament or mood-dispositional dimensions. They seem to 
index the strength of the individual's disposition to 
experience, respectively, pleasure and pain, reward and 
punishment, self-enhancement and self-imperilment, and to 
behave and think in ways that are conducive to these 
experiences. The third large dimension, Constraint, may 
reflect variations in overall pleasure-pain regulatory 
style: self-restrictive and cautious among high Constraint 
persons, more self-indulgent and impulsive among lows. 
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SMOKING HISTORY 
INSTRUCTIONS 
Please answer the following questions based on your experiences with smok¬ 
ing. Each question allows you to choose from several alternatives. Please select 
one of the alternatives and fill in the corresponding number in one of the circles 
to the right of the question. Be sure to answer each question. Use only a 
NUMBER 2 PENCIL and blacken the circle completely. Make no stray marks on 
the answer sheet. Refer to the instruction sheet if you have any questions 
about marking the form. 
PROJECT USE ONLY 
DO NOT FILL IN 
1. Are you currently smoking? 1 - Yea 2 • No © © 
2. Have you smoked a cigarette, even a puff, during the past 7 days? 
1 - Yea 2 - No © © 
3. Have you smoked a cigarette, even a puff, during the past month? 
1 - Yea 2 - No © © 
4. Were you smoking 6 months ago? 1 - Yes 2 - No © © 
5. Were you smoking 12 months ago? 1 ■ Yea 2 ■ No © © 
6. Do you inhale? 1 « Never 2 “ Sometimes 3 - Always 4 - I don't smoke © © ® © 
7. Do you smoke more during the morning than the rest of the day? 
1 “ Yes 2 ■ No 3 • I don't smoke © ® © 
8. Do you find it difficult to refrain from smoking in places where 
it is prohibited, for example in church, cinema, etc? 
1 - Yes 2 - No 3 - I don't smoke © © ® 
9. Do you continue to smoke when you are so ill that you are in 
bed most of the day? 1 - Yea 2 - No 3 • I don't smoke © © © 
• . JO. When you smoke a cigarette.-do you usually burn it • ; . 
‘-'>* *;iC'a|| the vvay down "‘2 “ About 3/4 the Way down " 
- -?•?* - I don't amoks 
11. Which cigarette would you hate to give up? (choose only one) © © ® © © © © 
1 ■ The first one of the day. 
2 ■ After meals 
3 - While drinking 
4 ■ When around others who smoke 
5 “ Just before bed 
6 - With coffee 
7 - Don't smoke 
12. At this time what is your personal goal with regard to smoking? 
1 ■ To quit and stay off forever. 
2 ■ To stay off forever (if you have already quit). 
3 ■ To not smoke for a limited time. 
V s V r. 
4 — To be able to control how much I smoke. 
5 _■ To quit some day but not now. 
6 " To continue to smoke. 
©©©©©© 
©.^©^i©^’-© 
Mnreri in I • t t NTC aao-»r> ■** * *#%*• ***** 
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13. How often have you used each of the following in your efforts to 
quit smoking? (answer each item) 
NEVER 
SELDOM 
OCCASIONALLY 
FREQUENTLY 
REPEATEDLY 
Cold turkey (quitting all at once) 
Gradually cutting down 
-Nicorestejum. _ ... .^__ 
Professional stop smoking clinic 
tr <* 
Support group 
"Self-help manuals or books * ‘ 
Other_ 
© © © © © 
© © ® ® © 
_©„ ©...© .©, © 
© © © © © 
© © © © © 
2‘® © • © 
— © © © © © 
14. Are you seriously considering quitting within the next 6 months? 
1 - Yes 2 * No 3 ■ I already quit 
15. Are you planning to quit in the next 30 days? 
1 _ Yes 2 ■ No 3 ■ I already quit 
16. Have you reduced the number of cigarettes you smoke in the last month? 
1 “ Yes 2 - No 3*1 don't imoki 
17. Do you have a spouse or a close friend that is interested and concerned 
about your smoking? 1 ■ Yes 2 * No 
18. Since you started smoking regularly, have you ever quit for a period of at 
least 24 hours? 1 * Yes 2 * No 
19. How confident are you that you will be able to stop smoking at this 
time? (If you do not smoke, how confident are you that you will 
be able to stay off at this time?) 
1 “ Not at ail confidant 2 “ Somewhat confident 
3 “ Moderately confident 4 “ Very confident 
S “ Extremely confident 
© © © 
© © © 
© © © 
© © 
© © 
© © © © © 
20. While trying to quit, how serious haveeach of the following problems been for you? 
(If you have never tried to quit, fill in © for each item) ’ 
PLEASE ANSWER EACH ITEM 
= NOT AT ALL 
= A LITTLE 
= MODERATELY 
= VERY 
= EXTREMELY 
Weight gain 
Increased eating 
Digestive problems 
^Nausea. • 
Headaches 
Vf 
. trV * 
© © © 
© © © 
© © © 
T© ® © 
© © © 
21. 
SMOKER :; 
EX-SMOKER H 
=. NEVER SMOKED ^ 
= NOT APPLICABLE 
Drowsiness © © © © 
Depression or low mood © © © © 
Fatigue © © © © 
Insomnia © © © © 
Difficulty concentrating © © © © 
Heart pounding, or sweating © © © © 
Irritability © © © © 
Restlessness © © © © 
Anxiety © © © © 
Craving for tobacco © © © © 
(?) © © © 
use of cigarettes by the following people in your life. 
Father © © © © 
Mother © © © © 
Spouse © © © © 
Best friend © © © © 
r.ln<*<t wnrir »««nriato <Ti <7\ 
© © 
© © 
© © 
© © 
© © 
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Inches Lbs 
24. How old were you 
when you started 
smoking? 
23 How tall are 
you? 
22. How much do 
you weigh? 
25. During the past 7 days, how many 
cigarettes did you smoke on a 
typical day? (If you smoke 1 or 
less put 01, if you didn't smoke 
at all put 00.) 
Times 
1 26. In the last year how many 
times have you quit for at 
least 24 hours? (If more than 
9 times, put 9) 
\j. ■ 
©1® 
27. What was the date of your MOST 
RECENT attempt to quit smoking 
for at least 24 hours, as 
accurately as you can remember? 
(If you have not attempted to 
quit put 00/00/00) 
27. 
Month/Day/Year 
28. After your most recent 
quit attempt how long did you 
stay off cigarettes (If you 
have not attempted to quit 
put 000, if more than 999 
days put 999) 
28 
Days 
Ir 1 
®j®®: 
>0:0 
>®i® 
>0®. 
)® 
O;©®' 
29. Since you first started smoking 
what was the longest period of 
time that you were able to 
stay off cigarettes? (If you 
never quit put 000. If your 
longest quit lasted more than 
3 years put 999). 
30. What brand and type of 
cigarette do you usually 
smoke? (Write in brand below 
and fill in one answer in 
each section to the right.) 
Brand . 
' Type 
Lights O 
Regular O 
Non-Filtered o 
Filtered o 
Menthol 0 
Non-Menthol o 
Regulars 5 
Kings o 
100 s o 
- 120 s o 
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31 
How many years have you 
smoked or did you smoke before 
quitting? (total number of 
years) 
| . *. .v 
©O 
©O 
|©|© 
GO |0O 
©!© 
©o 
©© 
©i© 
32 
33 
As best as you can remember, 
how long ago did you make 
your first attempi to quit 
smoking7 (If you never made 
an attempt put 00. if in the 
past year, put 01) 
©!© 
O©1 
!©!®l 
©!©l 
®©i 
O® 
0® 
i©|©l 
■v 
-• H K • VMS 
How soon after you awake do 
:_L_| 
© ® ® 
you usually smoke your first OO© 
Cigarette-1 (I* you don't smoke ©0® 
pul 000 r'-Of?) 
- 
© © 
1 ©©© 
©0© 
| ©0© 
CO.® 
32 During the period you were 
smoking the most, about how 
many cigarettes a day did 
you smoko? 
I® 
© 
© 
© 
$ 
©@1 
©j© 
©© 
© 
© 
© 
©i 
© 
© 
©I 
#* 
Ml 
34 
34 How many times in your life have you 
made a serious attempt to quit smoking? 
(If more than 9 times put 9) 
i©‘ 
© 
I© 
® 
!® 
© 
© 
I© 
36 How confident are you that you will be 
able to resist the urge to smoke alto¬ 
gether m the future, regardless of the 
Situation7 Mark only one circle with 
0 t .eanmg NOT AT ALL COM Of VT 
100 meaning EXTREMELY CONFIDENT 
c 
o 
N 
F 
I 
D 
E 
N 
C 
E 
NEVER. 2 «= ALMOST NEVER . 3 = SOMETIMES 4 = FAIRLY OFTEN 
5 ' =» •- VERY OFTEN * * ’-'4 v 
0 O 
10 o 1 
20 o ! 
30 o 
.r 
. ,-N 
/*N 
rr O 
70:. O 1 
SC O 
90- O 1 
100 o 
in the last month how often have you felt confident about your ability to 
handle your personal problems7 © © © © © ' 
In the last month how often have you felt that you were unable to control the 
important things in your life? © © © © © 1 
in the last month how often have you felt that things were going 
/Our way? © © © © © ! 
i 
in the last month how often have you felt difficulties were piling up so high 
that you could not overcome them7 © © © © 
i 
© 
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STAGES OF CHANGE QUESTIONNAIRE 
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short form stages of change smkoing 
Stage Algoritlun for Smoking Cessation 
Ql. Do you currently smoke cigarettes? 
1 = Yes 2 = No 
Q2. Have you smoked any cigarettes during the past 6 months? 
1 = Yes 2 = No 
Q3. /ire you seriously considering quitting within the next 6 
months? 
1 = Yes 2 = No 3=1 don’t smoke 
Q4. Are you planning to quit in the next 30 days? 
l=Yes 2= No 3 - I don’1 smoke 
QS. In the last year, how many times have you quit tor at lea 
24 hours? 
0 0 1 1 or more times 
I 
short form stages of change smoking 
Scoring Algorithm for Stages of Change for Smoking Cessation 
Stage Q1 Q2 Q3 Q4 Q5 
Precontemplation 1 - 2 2 - 
Contemplation 1 - 1 2 - 
Contemplation 1 - 1 1 0 
Ready for Action 1 - 1 1 1 
Action 2 1 3 3 - 
Maintenance 2 2 3 3 — 
Note. The stage questions assume a history as a regular smoker. 
For further information, contact: 
Cancer Prevention Resesarch Center 
Department of Psychology 
14 Upper College Road 
University of Rhode Island 
Kings ter., 111 0?5Sl-0606 
Phone: (401) 7T2-2830 
FAX: (401) 792-F562 
BITNET: KZP1O10URIACC 
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PROCESS OF CHANGE QUESTIONNAIRE 
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PROJECT USE ONLY 
DO NOT FILL IN 
u 
0®®®®©©®©®®® 
®®©®0©®G®®0® 
0®®®®®®®®®®® 
®®®®®®®@®®®® 
0®®®®®®®®®®® 
©0®®®®®©®®®® 
0®®®®®®®®®®© 
®®®®®®®®®®0© 
0®®®®0®®0®®® 
©®®®©®©®©®©® 
IMPACTS ON SMOKING 
The following experiences can affect the smoking pattern of some people. 
Think of any similar experiences you may be currently having or have had in 
the last month. Then rate the FREQUENCY of each event on a 5 point scale 
with 5 ” Repeatedly and 1 = Never. 
• Blacken the circle completely. 
• Make no stray marks on this form. 
• Erase all changes cleanly. 
Right Mark I vh 
Wrong Marks ©® © © 
Repeatedly 5-. 
Often 4-i 
Occasionally 3-i 
Seldom 2-, 
- 1. When 1 am tempted to smoke, 1 think about something else. © © © © © 
- 2. 1 tell myself 1 can quit smoking if 1 want . © ® © © © 
- 3. 1 notice that nonsmokers are asserting their rights ... © © © © © 
- A. 1 recall information people have given me on the benefits of quitting smoking_ © © © © © 
- 5. 1 can expect to be rewarded by others if 1 don't smoke... © © © © © 
- 6. 1 stop to think that smoking is polluting the environment . © © © © © 
- 7. Warnings about the health hazards of smoking move me emotionally. © © © © © 
- 8. 1 get upset when 1 think about my smoking... © © © © © 
- 9. 1 remove things from my home or place of work that remind me of smoking. © © © © © 
- 10. 1 have someone who listens when 1 need to talk about my smoking. © © © © © 
- 11.1 think about information from articles and ads on how to stop smoking . © © ® © © 
- 12. 1 consider the view that smoking can be harmful to the environment. © © © © © 
- 13. 1 tell myself that if 1 try hard enough 1 can keep from smoking. © © © © © 
- 14. 1 find society changing in ways that make it easier for nonsmokers. © © © © © 
- 15. My need for cigarettes makes me feel disappointed in myself . © © © © © 
- 16. 1 have someone 1 can count on when I'm having problems with smoking . © © © © © 
- 17. 1 do something else instead of smoking when 1 need to relax . © © © © © 
- 18. 1 react emotionally to warnings about smoking cigarettes. © © © © © 
- 19. 1 keep things around my home or place of work that remind me not to smoke .. © © © © © 
2 ( _ _ 20. 1 am rewarded by others if 1 don't smoke. © © © © © 
j-j 21. 1 stop tothkjk about m^doc tor telling me to quit smoking . ©' © © 
- 22. 1 do things my ddc^tvcgcom mended to avoid smoking. • © © © 
Mo C--f OkiX^Z- ff tu' I 2~C 
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Processes of change — Short: Form 
Behavioral Processes 
Helping Relationships 
14. I have someone who listens when I need to talk about my smoking. 
40. I have .someone when I can count an when I'm having problems with 
smoking. 
?»1f T.-ihgratjnn 
13. I tell myself I am able to quit smoking if I want to. 
16. I tell myself that if I try hard enough I can keep from smoking. 
Counterconditioning 
27. Wlien I am tempted to smoke, I think about something else. 
28. I do something else instead of smoking when I need to relax. 
Reinforcement Management 
22. I can expect to be rewarded by others if I don't smoke. 
33. I am rewarded by others if I don't moke. 
Stimulus Control 
15. I remove things from my home or place of work that remind me of 
smoking. 
29. I keep tilings around my home or piaoe of work that remind me not to 
smoke. 
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Processes of Change — Short Form 
Stpecteltial Processes 
QaggjgMgness paj.sjnq 
8. I recall information people have given me an the benefits of quitting 
smoking. 
10. I think about information from articles and advertisements an hew to 
stop smoking. 
Environmental Feevaluation 
21. I stop to think that smoking is polluting the environment. 
34. I consider the view that smoking can be harmful to the environment. 
Self. .Reevaluation 
25. I get upset when I think about my smoking. 
38. My dependency on cigarettes makes me feel disappointed in myself. 
Social T.-iberation 
20. I notice that nonsmokers are asserting their rights. 
24. I find society changing in ways that make it easier for the 
nonsmoker. 
Dramatic Relief 
30. Warnings about the health hazards of smoking affect me emotionally. 
32. I react emotionally to warnings about smoking cigarettes. 
165 
REFERENCES 
Agee, E. (1983). Treatment procedures using hypnosis in 
smoking cessation programs: A review of the literature. 
Journal of the American Society of Psychosomatic 
Dentistry and Medicine. 3£(4), 111-126. 
Almagor, M., & Ehrlich, S. (1990). Personality correlates 
and cyclivity in positive and negative affect. 
Psychological Reports. 66(3), Part II, 1159-1169. 
Baer, L., Carey, R.J., & Meminger, S.R. (1986). Hypnosis 
for smoking cessation: A clinical follow-up. 
International Journal of Psvchosomatics. 11(3), 13-16. 
Barabasz, A.F., Baer, L., Sheehan, D.V., & Barabasz, M. 
(1986). A three-year follow-up of hypnosis and 
restricted environmental stimulation therapy for 
smoking. International Journal of Clinical and 
Experimental Hypnosis. 14(3), 169-181. 
Barkley, R.A., Hastings, J.E., & Jackson, T.L., Jr. (1977). 
The effects of rapid smoking and hypnosis in the 
treatment of smoking behavior. International Journal of 
Clinical and Experimental Hypnosis. 25. 7-17. 
Beck, A. (1967). Depression: Clinical. Experimental and 
Theoretical Aspects. New York: Harper. 
Berkowitz, B., Ross-Townsend, A., & Kohberger, R. (1979). 
Hypnotic treatment of smoking: The single-treatment 
method revisited. American Journal of Psychiatry. 
136:83-85. 
Bernstein, D.A. (1969). Modification of smoking behavior on 
evaluative review. Psychological Bulletin. 71(6), 
418-440. 
Bertrand, L.D., Stam, H.J., & Radtke, H.L. (1993). The 
Carleton Skills Training Package for modifying hypnotic 
susceptibility — a replication and extension: A brief 
communication. International Journal of Clinical and 
Experimental Hypnosis. 4.1(1) , 6-14. 
Clawson, T.A. (1964). Hypnosis in medical practice. 
American Journal of Clinical Hypnosis, 6, 232-236. 
Combs, A., Black, J., O'Donnell, A., & Pope, R. (1988). 
Absorption and appreciation of visual art: Perceptual 
and motor skills. Perceptual and Motor Skills, 62(2), 
453-454. 
166 
Crasilneck, H.B. (1990). Hypnotic techniques for smoking 
control and psychogenic impotence. American Journal of 
Clinical Hypnosis. 32.(3), 147-153. 
Crasilneck, H.B., & Hall, J.A. (1975). Clinical Hypnosis: 
Principles and Applications. New York: Grune & Straton. 
Davidson, R.J., Schwartz, G.E., & Rothman, L.P. (1976). 
Attentional style and the self-regulation of mode 
specific attention: An electroencephalographic study. 
Journal of Abnormal Psychology. 85(6), 611-621. 
Davidson, R.J., Goleman, D.J., & Schwartz, G.E. (1976). 
Attentional and affective concomitants of meditation: A 
cross-sectional study. Journal of Abnormal Psychology. 
85(2), 235-238. 
Diamond, M.J. (1977). Hypnotizability is modifiable: An 
alternative approach. International Journal of Clinical 
and Experimental Hypnosis. 2_5 (3) , 147-166. 
DiClemente, C.C., & Prochaska, J.O. (1985). Processes and 
stages of self-change: Coping and competence in smoking 
behavior change. In Shiftman, S., & Wills, T.A. (Eds.). 
Coping and substance use. New York: Academic Press, 
pp. 319-343. 
DiClemente, C.C., Prochaska, J.O., Fairhurst, S.K., Velicer, 
W.F., Velasquez, M.M., and Rossi J.S. (1991). The 
process of smoking cessation: An analysis of 
precontemplation, contemplation and preparation stages 
of change. Journal of Consulting and Clinical 
Psychology. 59(2), 295-304. 
Field, P.B. (1965). An inventory scale of hypnotic depth. 
International Journal of Clinical and Experimental 
Hypnosis. 13. 238-249. 
Frischholz, E., & Spiegel, D. (1986). Adjunctive uses of 
hypnosis in the treatment of smoking. Psychiatric 
Annals. 16(2), 87-90. 
Frischholz, E.J., Spiegel, D., Trentalange, M.J., & 
Spiegel,H. (1987). The Hypnotic Induction Profile and 
Absorption. American Journal of Clinical Hypnosis, 
30(2). 
Glisky, M.L., Tataryn, D.J., Tobias, B.A., Kihlstrom, J., 
& McConkey, K.M. (1991). Absorption, openness to 
experience, and hypnotizability. 
167 
Gorassini, D.R., & Spanos, N.P. (1986). A social-cognitive 
skills approach to the successful modification of 
hypnotic susceptibility. Journal of Personality and 
Social Psychology. 50(5), 1004-1012. 
Grosz, H.J. (1978). Nicotine addiction: Treatment with 
medical hypnosis, Part 1. Journal of the Indiana State 
Medical Association. 71, 1074-1075. 
Grosz, H.J. (1978). Nicotine addiction: Treatment with 
medical hypnosis, Part 2. Journal of the Indiana State 
Medical Association. 71, 1136-1137. 
Hall, J.A., & Crasilneck, H.B. (1970). Development of a 
hypnotic technique for treating chronic cigarette 
smoking. International Journal of Clinical and 
Experimental Hypnosis. 18, 283-289. 
Hammond, D.C. (Ed.). (1990). Handbook of Hypnotic 
Suggestions and Metaphors. New York: W.W. Norton Co. 
Hilgard, E.E., & Hilgard, J.R. (1975). Hypnosis in the 
Relief of Pain. Los Altos, CA: Kaufman, pp. 209-221. 
Holyrod, J. (1980). Hypnosis treatment of smoking: An 
evaluative review. International Journal of Clinical 
and Experimental Hypnosis. 28., 341-357. 
Hunt, W.A., Barnett, L.W., and Branch, L.G. (1971). Relapse 
rates in addiction programs. Journal of Clinical 
Psychology. 27. 355. 
Hyman, G.J., Stanley, R.O., Burrows, G.D., & Horne, D.J. 
(1986). Treatment effectiveness of hypnosis and 
behavior therapy in smoking cessation: A methodological 
refinement. Addictive Behaviors. 11, 355-365. 
Jeffrey, L.K., & Jeffrey, J.B. (1988). Exclusion therapy in 
smoking cessation: A brief communication. International 
Journal of Clinical and Experimental Hypnosis. 36(2), 
70-74. 
Johnston, E., & Donoghue, J. (1971). Hypnosis and smoking 
cessation: A review of the literature. American Journal 
of Clinical Hypnosis. 13(4), 265-272. 
Katz, N.V. (1980). Hypnosis and the addictions: A critical 
review. Addictive Behavior. 5, 41-47. 
Koop, C.E. May 20, (1984). "A smoke-free society by the 
year 2000." Tulca M. Jones Lecture, presented at the 
annual meeting of the American Lung Association, Miami 
Beach, FL. 
168 
MacHovec, F.J., & Man, S.C. (1978). Acupuncture and hypnosis 
compared: Fifty-eight cases. American Journal of 
Clinical Hypnosis. 21. 45-47. 
Mann, L.S., Johnson, R.W., & Levine, D.J. (1986). Tobacco 
dependence: Psychology, biology and treatment 
strategies. Psvchosomatics. 27(10), 713-717. 
Marlatt, G.A., Curry, S., Gordon, J.R. (1988). A 
longitudinal analysis of unaided smoking cessation. 
Journal of Consulting and Clinical Psychology. j56(5) , 
715-720. 
Miller, M.M. (1976). Hypnoaversion treatment in alcoholism, 
nicotinism and weight control. Journal of the National 
Medical Association. 68., 129-130. 
Neufeld, V., & Lynn, S.J. (1988). A single session group 
self-hypnosis smoking cessation treatment: A brief 
communication. International Journal of Clinical and 
Experimental Hypnosis. .36(2), 75-79. 
Nuland, W., & Field, P.B. (1970). Smoking and hypnosis: A 
systematic clinical approach. International Journal of 
Clinical and Experimental Hypnosis. 18. 290-306. 
Pederson, L.L., Scrimgeour, W.G., & Lefcoe, N.M. (1975). 
Comparison of hypnosis plus counseling, counseling 
alone, and hypnosis alone in a community service 
smoking withdrawal program. Journal of Consulting and 
Clinical Psychology. 43., 920. 
Perry, C. (1977). Is hypnotizability modifiable? 
International Journal of Clinical and Experimental 
Hypnosis. 25. 125-146. 
Perry, C., Gelfand, R., & Marcovitch, P. (1979). The 
relevance of hypnotic susceptibility in the clinical 
context. Journal of Abnormal Psychology, 88., 592-603. 
Perry, C., & Mullen, G. (1975). The effects of hypnotic 
susceptibility on reducing smoking behavior treated by 
an hypnotic technique. Journal of Clinical Psychology, 
31, 498-505. 
Prochaska, J.O. (1992). Impacts on smoking: the processes of 
change, short form. Unpublished manuscript. 
Prochaska, J.O., & DiClemente, C.C. (1983). Stages and 
processes of self-change of smoking: toward an 
integrative model of change. Journal of Consulting and 
Clinical Psychology. 51(3), 390-395. 
169 
Prochaska, J.O., DiClemente, C.C., & Norcross, J.C. (1992). 
In search of how people change: Applications to 
addictive behaviors. American Psychologist. 47.(9) , 
1102-1114. 
Prochaska, J.O., DiClemente, C.C., Velicer, W.F., Ginpil, 
S.E., & Norcross, J.C. (1985). Predicting change in 
smoking status for self-changers. Addictive Behaviors. 
10, 395-406. 
Prochaska, J.O., Velicer, W.F., DiClemente, C.C., & Fava, J. 
(1988). Measuring processes of change: Applications to 
the cessation of smoking. Journal of Consulting and 
Clinical Psychology. 56(4), 520-528. 
Rader, C., & Tellegen, A. (1987). An investigation of 
synesthesia. Journal of Personality and Social 
Psychology. 52(5), 981-987. 
Roberts, A.H., & Tellegen, A. (1973). Ratings of "trust" and 
hypnotic susceptibility. International Journal of 
Clinical and Experimental Hypnosis. 21, 289-297. 
Schwartz, J.L. (1979). Status of smoking control methods. 
In Proceedings of the Planning Meeting on Cancer 
Education, National Cancer Institute, Division of 
Cancer Control and Rehabilitation, pp. 25-74. 
Schwartz, J.L. (1987). Review and evaluation of smoking 
cessation methods: The United States and Canada, 
1978-1985. NIH Publication No. 87-2940. U.S. Department 
of Health and Human Services, Public Health Service. 
Schwartz, J.L., & Rider, G. (1978). Review and evaluation of 
smoking control methods: The United States and Canada, 
1969-1977. HEW Publication No. (CDR) 79-8369. U.S. 
Department of health, Education and Welfare, Bureau of 
Health Education, Center for Disease Control, Public 
Health Service, pp. 1-87. 
Shor, R.E., & Orne, E.C. (1962). Harvard Group Scale of 
Hypnotic Susceptibility: Form A. Palo Alto, CA: 
Consulting Psychologist Press, Inc. 
Smoking and health. (1964). Report of the Advisory Committee 
to the Surgeon General of the Public Health Service. 
U.S. Department of Health and Human Services, 
Publication No. 1103. U.S. Department of Health, 
Education and Welfare, Public Health Services, Center 
for Disease Control. 
170 
Spanos, N.P., Radtke, H.L., Hodgins, D.C., Stam, H.D., & 
Bertrand, L.D. (1983). The Carleton University 
Responsiveness to Suggestions Scale: Normative data and 
psychometric properties. Psychological Reports. 53. 
523-535. 
Spanos, N.P., Robertson, L.A., Menary, E.P., & Brett, P.J. 
(1986). Component analysis of cognitive skill training 
for the enhancement of hypnotic susceptibility. Journal 
of Abnormal Psychology.95. 350-357. 
Spiegel, H. (1970). A single-treatment method to stop 
smoking using ancillary self-hypnosis. International 
Journal of Clinical and Experimental Hypnosis. 18:4. 
235-250. 
Spiegel, H. (1972). An eye-roll test for hypnotizability. 
American Journal of Clinical Hypnosis. 15, 25-28. 
Spiegel, H., Aronson, M., Fleiss, J.L., & Haber, J. (1976). 
Psychometric analysis of the Hypnotic Induction 
Profile. International Journal of Clinical and 
Experimental Hypnosis. 24. 300-315. 
Spiegel, H., & Spiegel, D. (1987). Trance and Treatment: 
Clinical Uses of Hypnosis. Washington, DC: American 
Psychiatric Press, Inc. 
Stanton, H.E. (1978). A one-session hypnotic approach to 
modifying smoking behavior. International Journal of 
Clinical and Experimental Hypnosis. 26. 22-29. 
Stern, D.B., Spiegel, H., & Nee, J.C.M. (1979). The Hypnotic 
Induction Profile: Normative observations, reliability, 
and validity. American Journal of Clinical Hypnosis, 
31, 109-132. 
Suedfeld, P. (1980). Restricted Environmental Stimulation. 
New York: Wiley. 
Suedfeld, P., & Best, J.A. (1977). Satiation and sensory 
deprivation combined in smoking therapy. International 
Journal of Addictions. 12. 337-359. 
Surgeon General's Report. (1988). The health consequences 
of smoking: Nicotine addiction. U.S. Department of 
Health and Human Services, Public Health Service, 
Centers for Disease Control, Center for Health 
Promotion and Education, Office on Smoking and Health. 
DHHS Publication No. (CDC) 88-8406. Washington, DC: 
U.S. Government Printing Office. 
171 
Surgeon General's Report. (1989). Reducing the health 
consequences of smoking: 25 Years of progress. 
U.S. Department of Health and Human Services, Public 
Health Service, Centers for Disease Control, Center for 
Chronic Disease Prevention and Health Promotion, Office 
on Smoking and Health. DHHS Publication No. (CDC) 
89-8411. Washington, DC: U.S. Government Printing 
Office. 
Tellegen, A. (1982). The Multi-Dimensional Personality 
Questionnaire. Minneapolis, MN: University of Minnesota 
Press. 
Tellegen, A., & Atkinson, G. (1974). Openness to absorbing 
and self-altering experiences ("absorption"), a trait 
related to hypnotic susceptibility. Journal of Abnormal 
Psychology. 83.(3), 268-277. 
VanDedenroth, T.E.A. (1964a). The use of hypnosis with 
"tobaccomaniacs." American Journal of Clinical 
Hypnosis. 6, 326-331. 
VanDedenroth, T.E.A. (1964b). Further help for the 
"tobaccomaniac." American Journal of Clinical Hypnosis, 
6, 332-336. 
Wadden, T.A., & Anderson, C.H. (1982). The clinical uses of 
hypnosis. Psychological Bulletin. 93^(2), 215-243. 
Watkins, H.H. (1976). Hypnosis and smoking: A five-session 
approach. International Journal of Clinical and 
Experimental Hypnosis. 24., 381-390. 
Williams, J.M., & Hall, D.W. (1988). Use of single session 
hypnosis for smoking cessation. Addictive Behaviors. 
13, 205-208. 
Zevon, M.A., & Tellegen, A. (1982). The structure of mood 
change: An idiographic/nomothetic analysis. Journal of 
Personality and Social Psychology. 43., 111-122. 
172 

